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EDITORIAL 


Even as the future of the race marches forward on the feet of children, 
similarly does the future of a science develop out of the efforts and the 
strivings of the multitude to whom, in the ultimate, all science belongs. 
Two vital elements, interdependent upon each other and each futile and 
fruitless without the other, are essential to such developmental progress. 
These requisites are a leadership and a following established within a 
frame of reference fitting and suitable to the scientific goals and purposes 
sought. 

Against the background of these understandings, the American Society 
of Clinical Hypnosis was organized in July 1957 to promote and to develop 
a scientific knowledge of hypnosis and its applications in the fields of 
psychology, dentistry, and medicine. 


During the preceding twenty-five years and more, there had developed 
here and there an increasing awareness and appreciation of the values and 
significances of hypnosis in the modern conceptual framework of the 
healing arts and allied disciplines. A potential leadership in the scientific 
applications of hypnosis existed, but it was essentially so scattered and 
unorganized, or so limited and restricted, that it offered no adequate 
organizational development for professionally trained and qualified people 
interested in and experienced with hypnosis. Efforts over a period of years 
to secure an adequate, organized, comprehensive leadership conducive to 
the continued developr-ent of scientific hypnosis in the medical and allied 
professions finally led to the recognition of the need for a definitively 
national society. 

The American Society of Clinical Hypnosis was then organized as the 
national society to meet the needs for a parent organization with com- 
ponent state, regional and sectional societies. 


Thereby can the student, the experimenter and the clinician, wherever 
located, find readily at hand the aid and the inspiration of others similarly 
interested, and thus effect an exchange and a development of knowledge 
for himself and for others. 


Membership in The American Society, as specifically stated in the 
Constitution, is definitely contingent upon professional training at the 
doctoral level, membership in the appropriate professional society, and 
also upon sufficient training and experience in hypnosis to qualify for its 
utilization in the professions represented. 

The goals and purposes of The American Society may be summarized 
briefly as: 


1. The promotion and the development of a scientific utilization and 
understanding of hypnosis in the fields of experimentation, re- 
search, clinical applications and interdisciplinary relationships. 


. The exchange and the interchange of ideas and learnings at local, 
national ana also international levels and the consequent devel- 
opment of a spirit and an understanding of scientific fellowship. 
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. The promotion and development of adequate and available facili- 


ties at the professional level for the teaching of hypnosis. 


_ The teaching of the importance and significance in the healing 


arts of the experiential life and responses of the individual. 


. And finally, to furnish, through The American J ournal of Clinical 


Hypnosis, a medium for the transmission and the recording of 
findings and understandings, and all that wealth of thinking and 
expression that constitutes a record of past achievements and a 
promise for the future. 


Mitton H. Erickson, M.D. 
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NATURALISTIC TECHNIQUES OF HYPNOSIS 


by Milton H. Erickson, M.D., Phoenix, Arizona 


The naturalistic approach to the 
problem of the induction of hypnotic 
trances, as opposed to formalized 
ritualistic procedures of trance induc- 
tion, merits much more investigation, 
experimentation and study than have 
been accorded it to date. 

By naturalistic approach is meant 
the acceptance of the situation en- 
countered and the utilization of it, 
without endeavoring to restructure it 
psychologically. In so doing, the pre- 
senting behavior of the patient becomes 
a definite aid and an actual part in 
inducing a trance, rather than a pos- 
sible hindrance. For lack of a more 
definite terminology, the method may 
be termed a naturalistic approach, in 
which an aspect of the principle of 
synergism is utilized. 

Basic to this naturalistic approach 
are the interrelationships and the in- 
terdependencies reported by this writ- 
er in 1943 and repeatedly confirmed in 
experience since then. In these stud- 
ies emphasis was placed upon the de- 
sirability of utilizing one modality of 
response as an integral part in the 
eliciting of responses in another modal- 
ity and upon the dependency upon 
each other of differing modalities of 
behavior, somewhat analogous to the 
increasing of the knee jerk by a tens- 
ing of the arm muscles. 


To illustrate and clarify these points, 
a number of reports will be cited. 


Report No. 1 


A man in his thirties became inter- 
ested in hypnosis and volunteered to act 
as a subject for some experimental stud- 
ies at a university. In the first hypnotic 
session he discovered that he was an 
excellent hypnotic subject, but lost his 
interest in any further experimental 
studies. 


Several years later he decided to have 
hypnosis employed by his dentist, since 
he needed extensive dental work and 
feared greatly the possibility of pain. 

He entered a trance state for his den- 
tist readily, developed an excellent anes- 
thesia of the hand upon suggestion, but 
failed to be able to transfer this anes- 
thesia or even an analgesia to his mouth 
in any degree. Instead, he seemed to 
become even more sensitive orally. Ef- 
forts to develop oral anesthesia or anal- 
gesia directly also failed. 


Further but unsuccessful efforts were 
painstakingly made by the dentist and a 
colleague to teach this patient by various 
techniques either anesthesia or analgesia. 
He could respond in this way only in 
parts of the body other than the mouth. 
He was then brought to this writer as a 
special problem. 


A trance state was induced readily and 
the patient was casually reminded of his 
wish for comfort in the dental chair. 
Thereupon he was instructed to be at- 
tentive to the instructions given him and 
to execute them fully. 


Suggestions were then given him that 
his left hand would become exceedingly 
sensitive to all stimuli, in fact painfully 
so. This hyperesthetic state would con- 
tinue until he received instructions to 
the contrary. Throughout its duration, 
however, adequate care would be exer- 
cised to protect his hand from painful 
contacts. 


The patient made a full and adequate 
response to these suggestions. In addi- 
tion to the hyperesthesia of the hand 
and entirely without any suggestion to 
that effect, he developed an anesthesia 
spontaneously of his mouth, permitting 
full dental work with no other anes- 
thetic agent. 


in subsequent efforts, anesthesia 
cr analg2sia could not be induced di- 
rectly or purposely except as a part of 
the hyperesthesia-anesthesia pattern pe- 
culiar to that patient. However, this is 
not a single instance of this type of be- 
havior. Other comparable cases have 


been encountered from time to time. 


Apparently, psychologically the pa- 
tient’s fixed understanding was that 
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dental work must absolutely be associ- 
ated with hypersensitivity. When this 
rigid understanding was met, dental an- 
esthesia could be achieved, in a fashion 
analogous to the relaxation of one mus- 
cle permitting the contraction of another. 


Report No. 2 


Hypnosis had been attempted repeat- 
edly and unsuccessfully on a dentist’s 
wife by her husband and several of his 
colleagues. Each time, she stated, she 
became “absolutely scared stiff, so I just 
couldn’t move and then Id start crying. 
I just couldn’t do anything they asked. 
I couldn’t relax, I couldn’t do hand levi- 
tation, I couldn’t shut my eyes; all I 
could do was be scared silly and cry.” 

Again a naturalistic approach, employ- 
ing “synergism” was utilized. A general 
summary of her situation was offered to 
her in essentially the following words: 

“You wish to have hypnosis utilized in 
connection with your dental work. Your 
husband and his colleagues wish the 
same, but each time hypnosis was at- 
tempted, you have failed to go into a 
trance. You got scared stiff and you 
cried. It would really be enough just 
to get stiff without crying. Now you 
want me to treat you psychiatrically if 
necessary, but I don’t believe it is. In- 
stead, I will just put you in a trance, so 
that you can have hypnosis for your 
dentistry.” 

She replied, “But I'll just get scared 
stiff and cry.” 

She was answered with, “No, you will 
first get stiff. That is the first thing to 
do and do it now. Just get more and 
more stiff, your arms, your legs, your 
body, your neck—completely stiff—even 
stiffer than you were with your husband. 

“Now close your eyes and let the lids 
get stiff, so stiff that you can’t open 
them.” 

Her responses were most adequate. 

“Now the next thing you have to do 
is to get scared silly and then to cry. Of 
course, you don’t want to do this, but 
you have to because you learned to, but 
don’t do it just yet. 

“It would be so much easier to take a 
deep breath and relax all over and to 
sleep deeply. 

“Why don’t you try this, instead of go- 
ing on to getting scared silly and cry- 
ing?” 

Her response to this alternative sug- 
gestion was immediate and remarkably 
good. 


The next suggestion was, “Of course 
you can continue to sleep deeper and 
deeper in the trance state and be re- 
laxed and comfortable. But any time 
you wish, you can start to get scared stiff 
and silly and to cry, but maybe now that 
you know how to do so, you will just 
keep on being comfortable in the trance 
so that any dental or medical work you 
need can be done comfortably for you.” 

A simple post-hypnotic suggestion to 
enable the induction of future trances 
was then given. 

Following this she was asked if she 
was interested in discovering that she 
was a most competent subject. Upon 
her assent, various phenomena of the 
deep somnambulistic trance were elicit- 
ed to her pleasure and satisfaction. 

Since then, for a period of nearly a 
year, she has been a most competent 
subject. 

Report No. 3 

Another type of case in which this 
same general approach was utilized con- 
cerns a bride of a week, who desired a 
consummation of her marriage but de- 
veloped a state of extreme panic with 
her legs in the scissors position at every 
attempt or offer of an attempt. 

She entered the office with her hus- 
band, haltingly gave her story, and ex- 
plained that something had to be done, 
since she was being threatened with an 
annulment. Her husband confirmed her 
story and added other descriptive de- 
tails. 

The technique employed was essen- 
tially the same as that utilized in a half 
dozen similar instances. 

She was asked if she were willing to 
have any reasonable procedure employed 
to correct her problem. Her answer was, 
“Yes, anything except that I mustn’t be 
touched, because I just go crazy if I’m 
touched.” This statement her husband 
corroborated. 

She was instructed that hypnosis 
would be employed. She consented hes- 
itantly, but again demanded that no 
effort be made to touch her. 

She was told that her husband would sit 
continuously in the chair on the other side 
of the office and that the writer would 
also sit continuously beside her husband. 
She, however, was personally to move her 
chair to the far side of the room, there 
to sit down and watch her husband con- 
tinuously. Should either he or the writ- 
er at any time leave their chairs, she was 
to leave the room immediately, since she 
was sitting next to the office door. 


4 
¢ 
te 
I 
lo 
Vv 
he 
f 
ti 
a 
bi 
a 
sc 
to 
a 
t 
pé 
Ww 
sa 
t 
Ww 
in 
t 
st 
WwW 
pe 
fo 
W 
he 
a 
gi 
ti 
h 
th 
Ww 
m 
he 
til 
ac 
a 
gc 
he 
he 
WwW 
th 
di 
fif 
fi 
Si 
ploy 
J 


= = 


NATURALISTIC TECHNIQUES 5 


Next, she was to sprawl out in her 
chair, leaning far back with her legs ex- 
tended, her feet crossed, and ali the 
muscles fully tensed. She was then to 
look at her husband fixedly until all she 
could see would be him, with just a 
view of the writer out of the corner of 
her eye. Her arms were to be crossed in 
front of her and her fists were to be 
tightly clenched. 

Obediently she began this task. As 
she did so, she was told to sleep deeper 
and deeper, seeing nothing but her hus- 
band and the writer. As she slept more 
and more deeply, she would become 
scared and panicky, unable to move or 
to do anything except to watch us hoth 
and to sleep more and more deep:y in 
the trance, in direct proportion to her 
panic state. 

This panic state, she was instructed, 
would deepen her trance, and at the 
same time hold her rigidly immobile in 
the chair. 

Then gradually, she was told, she 
would begin to feel her husband touch- 
ing her intimately, caressingly, even 
though she would continue to see him 
still on the other side of the room. She 
was asked if she were willing to ex- 
perience such sensations and she was in- 
formed that her existing body rigidity 
would relax just sufficiently to permit 
her to nod or to shake her head in reply, 
and that an honest answer was to be 
given slowly and thoughtfully. 

Slowly she nodded her head affirma- 
tively. 

She was asked to note that both her 
husband and the writer were turning 
their heads away from her, because she 
would now begin to feel a progressively 
more intimate caressing of her body by 
her husband, until finally she felt en- 
tirely pleased, happy and relaxed. 

Approximately five minutes later she 
addressed the writer, “Please don’t look 
around. I’m so embarrassed. May we 
go home now, because I’m all right?” 

She was dismissed from the office and 
her husband was instructed to take her 
home and passively await developments. 

Two hours later a joint telephone call 
was received, explaining simply, “Every- 
thing is all right.” 

A checkup telephone call a week later 
disclosed all to be well. Approximately 
fifteen months later they brought their 
first-born in with the greatest of pride. 


Similar techniques have been em- 


ployed in instances of nuptial impo- 


tence. These cases, in which this gen- 
eral approach has been employed, are 
eight in number; only one illustrative 
example will be cited. 


Report No. 4 


This twenty-four year old college- 
bred bridegroom returned from his hon- 
eymoon of two weeks most despondent 
in mood. His bride went immediately 
to a lawyer’s office to seek an annul- 
ment, while he sought psychiatric aid. 

He was persuaded to bring his wife to 
the office and, without difficulty, she was 
persuaded to cooperate in the hypno- 
therapy of her husband. 

This proceeded in the following fash- 
ion. 

He was told to look at his wife and to 
experience anew and completely his 
sense of absolute shame, humiliation 
and hopeless helplessness. 

As he did this, he would feel like do- 
ing anything, just anything, to escape 
from that completely wretched feeling. 
As this continued, he would feel himself 
becoming unable to see anything except 
his wife, even unable to see the writer, 
though able to hear his voice. As this 
happened, he would realize that he was 
entering a deep hypnotic trance in which 
he would have no control over his entire 
body. Then he would begin to halluci- 
nate his bride in the nude, and then him- 
self in the nude. This would lead to a 
discovery that he could not move his 
body and that he had no control over it. 
In turn, this would then lead to the sur- 
prising discovery for him that he was 
sensing physical contact with his bride 
that would become more and more inti- 
mate and exciting, and that there would 
be nothing he could do to control his 
physical responses. However, there could 
be no completion of his uncontrolled re- 
sponses until his bride so requested. 

The trance state developed readily and 
in full accord with the instructions given 
above. 


At the conclusion of the trance state 
he was instructed, “You now know that 
you can, you are confident. In fact, you 
have succeeded and there is nothing that 
you can do to keep from succeeding 
again and again.” 

Consummation was readily effected 
that evening. They were seen thereaf- 
ter occasionally in the role of a family 
advisor and their marriage has been 
happy for more than ten years. 
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Another type of case concerns the 
small child who has been brought un- 
willingly to the office, and whose par- 
ents have both threatened and bribed 
him in relation to the office call. 


Report No. 5 


An example is that of an enuretic eight 
year old boy, half carried, half dragged 
into the office by his parents. They had 
previously solicited the aid of the neigh- 
bors on his behalf and he had been 
prayed for publicly in church. Now he 
was being brought to a “crazy doctor” as 
the last resort, with a promise of a 
“hotel dinner,” to be provided following 
the interview. 

His resentment and hostility toward 
all were fully apparent. 

The approach was made by declaring, 
“You’re mad and you’re going to keep 
right on being mad, and you think there 
isn’t a thing you can do about it, but 
there is. You don’t like to see a ‘crazy 
doctor’, but you are here and you would 
like to do something, but you don’t know 
what. Your parents brought you here, 
made you come. Well, you can make 
them get out of the office. In fact, we 
both can—come on, let’s tell them to go 
on out.” At this point the parents were 
unobtrusively given a dismissal signal, 
to which they readily responded, to the 
boy’s immediate, almost startled, satis- 
faction. 

The writer then continued, “But you’re 
still mad and so am I, because they or- 
dered me to cure your bed wetting. But 
they can’t give me orders like they give 
you. But before we fix them for that,” 
—with a slow, elaborate, attention-com- 
pelling, pointing gesture—“look at those 
puppies right there. I like the brown 
one best, but I suppose you like the 
black-and-white one, because its front 
paws are white. If you are very care- 
ful, you can pet mine, too. I like pup- 
pies, don’t you?” 

Here the child, taken completely by 
surprise, readily developed a somnam- 
bulistic trance, walked over and went 
through the motions of petting two pup- 
pies, one more than the other. When 
finally he looked up at the writer, the 
statement was made to him, “I’m glad 
you’re not mad at me any more and I 
don’t think that you or I have to tell 
your parents anything. In fact, maybe 
it would serve them just right for the 
way they brought you here if you wait- 
ed until the school year was almost over. 
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But one thing certain, you can just bet 
that after you’ve had a dry bed for a 
month, they will get you a puppy just 
about like little Spotty there, even if you 
never say a word to them about it. They 
just got to. Now close your eyes, take a 
deep breath, sleep deeply, and wake up 
awful hungry.” 

The child did as instructed and was 
dismissed in care of his parents, who had 
been given instructions privately. 

Two weeks later he was used as a 
demonstration subject for a group of 
physicians. No therapy was done. 

During the last month of the school 
year, the boy each morning dramati- 
cally crossed off the current calendar 
day. 

Toward the last few days of the month 
he remarked cryptically to his mother, 
“You better get ready.” 

On the thirty-first day his mother told 
him there was a surprise for him. His 
reply was, “It better be black-and- 
white.” At that moment his father came 
in with a puppy. In the boy’s excited 
pleasure, he forgot to ask questions. 

Eighteen months later, the boy’s bed 
was still continuously dry. 


Report No. 6 


One final case concerns a sixteen-year 
old high school girl, whose thumb-suck- 
ing was the bane of her parents, her 
teachers, her schoolmates, the school bus 
driver, in fact, the special abhorrence of 
everybody who came in contact with her. 

After much effort on their part, the 
soliciting of the aid of the entire neigh- 
borhood, the intervention (as in the pre- 
ceding case) by public pruyer in church, 
the forcing of her to wear a sign declar- 
ing her to be a thumb-sucker, it was fi- 
nally decided in desperation by the par- 
ents to consult, as a last and shameful 
resort, a psychiatrist. 

The parents’ first statement to the 
writer was to express the hope that ther- 
apy of their daughter would be based 
primarily upon religion. As matters pro- 
gressed, a promise was extracted from 
them that after the girl became the writ- 
er’s patient, for a whole month neither 
parent would interfere with therapy, no 
matter what happened, nor would a sin- 
gle word or look of admonition be 
offered. 

The girl came unwillingly to the office 
with her parents. She was nursing her 
thumb noisily. Her parents were dis- 
missed from the office and the door 
closed. As the writer turned to face the 
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girl, she removed her thumb sufficiently 
to declare her dislike of “nut doctors.” 

She was told in reply, “And I don’t 
like the way your parents ordered me to 
cure your thumb-sucking. Ordering me, 
huh! It’s your thumb and your mouth 
and why in hell can’t you suck it if you 
want to? Ordering me to cure you. 
Huh! The only thing I’m interested in 
is why, when you want to be aggressive 
about thumb-sucking, you don’t really 
get aggressive instead of piddling around 
like a baby that doesn’t know how to 
suck a thumb aggressively. 

“What I’d like to do is tell you how to 
suck your thumb aggressively enough to 
irk the hell out of your old man and 
your old lady. If you’re interested, I'll 
tell you—if you aren’t, I’ll just laugh at 
you.” 

The use of the word “hell” arrested 
her attention completely—she knew that 
a professional man ought not to use that 
kind of language to a high school girl 
who attended church regularly. 

Challenging the inadequacy of her ag- 
gressiveness, two terms the school psy- 
chologist had taught her, commanded her 
attention still more. 

The offer to teach her how to irk her 
parents, referred to so disrespectfully, 
elicited even more complete fixation of 
her attention so that, to all intents and 
purposes, she was in a hypnotic trance. 

Thereupon, in an intent tone of voice, 
she was told: 

“Every night after dinner, just like a 
clock, your father goes into the living 
room and reads the newspaper from the 
front page to the back. Each night when 
he does that, go in there, sit down beside 
him, really nurse your thumb good and 
loud, and irk the hell out of him for the 
longest twenty minutes he has ever 
experienced. 

“Then go in the sewing room, where 
your mother sews for one hour every 
night before she washes dishes. Sit 
down beside her and and nurse your 
thumb good and loud and irk the hell 
out of the old lady for the longest twen- 
ty minutes she ever knew. 

“Do this every night and do it up good. 
And on the way to school, figure out 
carefully just which crummy jerk you 
dislike most and, every time you meet 
him, pop your thumb in your mouth and 
watch him turn his head away. And be 
ready to pop your thumb back if he 
turns to look again. 

“And think over all your teachers and 
pick out the one you really dislike and 


treat that teacher to a thumb pop every 
time he or she looks at you. I just hope 
you can be really aggressive.” 

After some desultory irrelevant re- 
marks, the girl was dismissed and her 
parents summoned into the office. 

They were reminded of the absolute- 
ness of their promise and the declaration 
was made that if they kept their prom- 
ises faithfully, the girl’s thumb-sucking 
would cease within a month. Both par- 
ents affirmed their wholehearted coop- 
eration. 

On the way home the girl did not suck 
her thumb and she was silent the entire 
trip. The parents were so pleased that 
they telephoned to report their gratifi- 
cation. 

That evening, to the parental horror, 
the girl obeyed instructions, as they did, 
all of which they reported unhappily by 
telephone the next day. They were re- 
minded of their promise and of the 
writer’s statement of the girl’s prognosis. 

Each night, for the next ten evenings, 
the girl was faithful in her performance. 

Then it began to pall on her. She be- 
gan to shorten the time, then she began 
late and quit early, then finally she 
skipped, and then she forgot! 

In less than four weeks the girl had 
discontinued her thumb-sucking, both at 
home and elsewhere. She became in- 
creasingly interested in the much more 
legitimate teenage activities of her own 
group. Her adjustments improved in all 
regards. 

The girl was seen again in a social set- 
ting about a year later. She recognized 
the writer, viewed him thoughtfully for 
a few minutes and then remarked, “I 
don’t know whether I like you or not, 
but I am grateful to you.” 


DISCUSSION AND SUMMARY 


One of the most important of all 
considerations in inducing hypnosis is 
meeting adequately the patient as a 
personality and his needs as an indi- 
vidual. Too often the effort is made 
to fit the patient to an accepted formal 
technique of suggestion, rather than 
adapting the technique to the patient 
in accord with his actual personality 
situation. In any such adaptation, 
there is an imperative need to accept 
and to utilize those psychological 
states, understandings and attitudes 
that the patient brings into the situa- 
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tion. To ignore those factors in favor 
of some ritual of procedure may and 
often does delay, impede, limit or even 
prevent the desired results. The ac- 
ceptance and utilization of those fac- 
tors, on the other hand, promotes more 
rapid trance induction, the develop- 
ment of more profound trance states, 
the more ready acceptance of therapy 
and greater ease for the handling of 
the total therapeutic situation. 
Another important consideration is 
the need to avoid a repetitious belabor- 
ing of the obvious. Once the patient 
and the therapist have a clear under- 
standing of what is to be done, only 
fatigue is to be expected from further 
reiteration. The acceptance as an ab- 
solute finality of the definition of un- 
derstandings of what the patient 


wants and needs and what is to be 
done, and then expectantly and confi- 
dently awaiting the patient’s responses 
serves more readily to elicit the de- 
sired results than repetitious instruc- 
tions for specific responses. This sim- 
plicity of instructions with adequate 
results is clearly illustrated in the sec- 
ond case report above. 

In brief, in each of the above case re- 
ports an effort has been made to illus- 
trate the utilization of patient behavior 
and patient needs as a naturalistic tech- 
nique of hypnotic trance induction. 
Also, an effort has been made to dem- 
onstrate that the adaptation of hyp- 
notic techniques to the patient and his 
needs, rather than vice versa, leads 
readily and easily to effective thera- 
peutic results. 
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HYPNOTHERAPY OF PSYCHOGENIC HEARING LOSS 
IN CHILDREN 


by Frank Kodman, Jr., Ph.D.,1 and Frank A. Pattie, Ph.D. 


Some children who are sent to an 
audiology clinic show a loss of hearing 
which is diagnosed as of non-organic 
origin because of discrepancies which 
are found among the results of differ- 
ent measurements of their auditory 
behavior. 

There are several ways to measure 
auditory sensitivity: puretone audiom- 
etry (air conduction and bone conduc- 
tion thresholds), speech audiometry 
(speech perception thresholds and 
speech discrimination) and the psycho- 
galvanic skin response (PGSR, in 
which a conditioned skin response is 
set up to tonal stimuli). In Figure 1 
we present an audiogram of a typical 
case of this kind and point out the 
discrepancies among these measure- 
ments. N.M., a male of nine years, had 
difficulty in hearing speech at home 
and at school. There is in each ear a 
puretone loss by both air and bone con- 
duction, and the loss is greater in the 
higher frequencies. If in this case only 
these two tests had been made, the 
audiogram would have been interpret- 
ed as showing both a “perceptive loss” 
(due to cochlear or retrocochlear im- 
pairment) and a “conduction loss” 
(due to impairment of the outer or mid- 
dle ear). However, PGSR audiometry 
at the frequencies of 500, 1000 and 2000 
cycles and speech audiometry show 
normal thresholds in each ear, and 
speech discrimination at 40 decibels 
above threshold was also normal, be- 
ing 98 per cent in each ear. The gross 


‘Assistant Professor of Psychology and 
Director of the Audiology Clinic, Univer- 
sity of Kentucky, Lexington. 


*Professor of Psychology, University of 
Kentucky. 


discrepancy between the two sets of 
measurements can be accounted for by 
assuming that the hearing mechanism 
is normal and that the loss is of psy- 
chogenic nature. It has been observed 
in other cases that the loss in the bone 
conduction test tends to be smaller 
than the loss in the air conduction 
test. The cause of this difference is 
unknown. 

It is not the purpose of this paper to 
state a theory to explain why a psy- 
chogenic loss of hearing should show 
this hearing loss pattern. Discussion 
of the general problem will be found 
elsewhere (2, 3, 4). 

After clinical tests showed that some 
children had non-organic losses, the 
next step was to follow a case for some 
time. Table 1,A, presents the thresh- 
olds for S.I. obtained four times be- 
tween Nov. 11, 1956, and Jan. 4, 1957. 
The greater loss is in the right ear, and 
the child is right-handed. The amount 
of loss is quite stable through this pe- 
riod except that the loss in the left ear 
increased on Dec. 10 and 17. 

In part B of Table 1, the results of 
hypnotherapy are shown for S.I. and 
also a follow-up test, made more than 
a year later, which shows that the im- 
provement produced by hypnotherapy 
held. The left ear was. at that time 
more sensitive than normal, there were 
no further complaints of inability to 
hear at home or in the classroom and 
no evidence that any other symptom 
had taken the place of the hearing 
difficulty. Normal monaural hearing 
is adequate for most situations in- 
volving communication and accounts 
for the disappearance of the hearing 
complaint. No explanation is offered 
for the fact that the right ear, which at 
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the beginning of treatment showed 
much the greater loss, was not restored 
to normal. The boy’s mother states 
that the initial difficulty in hearing ap- 
peared after a separation of the parents 
in 1954, two years before the boy was 
seen in the clinic. A reconciliation had 
occurred shortly before he came to the 
clinic, and the home situation is now 
stable. Observation will be continued. 

In hypnotic session, the subject was 
put into a light trance by means of vis- 
ual fixation and suggestions of relaxa- 
tion, heaviness of limbs, drowsiness, 
fatigue, and closure of the eyelids. The 
word “hypnosis” was not used. While 
the subject’s eyes were closed, these 
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suggestions were given: (1) that he 
might think that there was something 
wrong with his ears but actually noth- 
ing might be wrong, (2) that his troub- 
le might come from not listening well, 
and that listening was an important 
part of hearing and understanding, (3) 
that in future he would hear much 
better and also listen better. No “chal- 
lenges” were given except that he 
would find it either difficult or impos- 
sible to open his eyes until he was told 
that he could. The duration of each 
therapy session was about 30 minutes. 

The suggestions given were inspired 
by the work of Hurst (1) 2n hysterical 
deafness during the first world war. 
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FIGURE 1. A TypicaL Case or NoN-ORGANIC HEARING Loss. SuByect N.M., 
Ace 9, Aprit 12, 1957. 
Legend: Air Conduction Bone Conduction 
Right ear: O Right ear: ] 
Left ear: X Left ear: [ 
Speech Threshvlds PGSR Thresholds Speech Discrimination 
Right ear: Normal Right ear: Normal Right ear: 98% 
Left ear: Normal Left ear: Normal Left ear: 98% 


The arrows mean that the loss was greater than could be measured with the audiometer. 


a 


PSYCHOGENIC HEARING LOSS 11 


Hearing is, he said, “an active process, 
and in order that sounds be heard the 
individual must listen.” The cases 
treated by Hurst were very severe, the 
loss being total in many of them. He 
was able to restore hearing by per- 
suading the patients to listen intently 
and by teaching them “that listening 
was just as active a process as moving 
and required a conscious effort on 
their part until it became automatic 
once more.” He mentions a case of 
deafness rapidly cured by psycho- 
therapy, which developed in a soldier 
when he, the only Englishman in a 
German prison, stopped paying atten- 
tion to the unintelligible speech around 
him and in time ceased to hear it at all. 

Subject K.T., in Table 2, showed ex- 
cellent recovery from a bilateral loss 
after four sessions of hypnotherapy of 
the kind described above. Part A of 
the Table shows measurements made 


TABLE 1. 


SuBJeEctT S.I., MALE, AcE 11. 


before therapy and four weeks after 
the last therapy session. In Part B the 
gradual improvement which occurred 
may be followed. The “pre” tests were 
made before the child was hypnotized 
and the “post” tests were made a few 
minutes after the hypnotherapy ses- 
sion. After the four sessions, there 
was no evidence that any other symp- 
tom had been substituted and no fur- 
ther complaint of inability to hear. 
This child was right handed. 

A third case, J.N., is shown in Table 
3. Here the left ear was normal by 
puretone, speech, and PGSR audiom- 
etry, while the right ear showed a se- 
vere puretone loss. After four hypno- 
therapy sessions, the right ear returned 
to normal. There was gradual im- 
provement during the therapy period 
of several weeks. Again the side on 
which the loss occurred is that of the 
dominant hand. 


HEARING Loss MEASURED BY 


PURETONE AUDIOMETRY. 


A. Before Therapy 


Frequencies 


Dates Ear 15 250500, 10002000 40008000 
11-26-56 Right 65 80 85 85 85 85 70 
Left 25 20 20 30 55 40 35 
12-3-56 Right 65+ 75 85 90 95 85 80 
Left 20 20 20 20 20 20 10 
12-10-56 Right 65+ 75 90 100+ #100 100 80+ 
Left 65 55 60 60 65 65 60 
12-17-56 Right 60 80 90 100 100 100 80 
Left 55 50 50 75 70 65 55 
1-4-57 Right 65+ 80+ 85 95 80 85 80 
Left 25 25 35 40 25 20 15 
B. After Therapy 
2-8-57 Right 65 65 40 55 55 65 70 
Left 15 10 0 —10 —5 —10 0 
Follow-up 
3-26-58 Right 45 50 55 55 50 60 55 
Left 0 —5 —5 —10 —5 —§ 0 
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TABLE 2. Sussect K.T., FEMALE, AGE 9. BILATERAL LOSS. 


PURETONE 


THRESHOLDS, PRE- AND Post-THERAPY. 


A. Mean 
Thresholds Speech Speech 
Dates Ear 250-4000 cycles Thresholds Discrimination 
11-14-57 Right 49 db 10 db 98% 
Pre-therapy Left 49 db 10 db 94% 
1-30-58 Right 11 db Normal 98% 
Post-therapy Left 4 db Normal 98% 
B. 
Therapy Sessions Kar 125, 250 500 1000 2000 4000 8000 
11-14-57 Pre Rt. 50 50 50 50 50 45 50 
Pre Lt. 50 50 45 45 50 55 80 
Post Rt. 35 35 30 35 25 25 25 
Post Lt. 40 40 35 40 35 40 60 
12-19-57 Pre Rt. 45 40 50 45 40 40 50 
Pre Lt. 25 25 35 35 35 30 40 
Post Rt. 25 25 30 25 20 20 30 
Post Lt. 15 20 20 20 20 20 25 
12-26-57 Pre Rt. 10 10 10 15 0 0 15 
Pre Lt. 10 10 10 10 10 10 30 
Post Rt. 15 5 10 5 0 5 15 
Post Lt. 10 10 10 10 10 10 25 
1-2-58 Pre Rt. 10 10 10 10 5 0 20 
Pre Lt. 5 10 10 5 5 5 30 
Post Rt. 10 5 5 0 0 0 10 
Post Lt. 5 5 0 0 0 0 10 
TABLE 3. Sussect J.N., FEMALE, AGE 9. MONAURAL LOss. 
Frequencies 
Date Ear 125 20 500, 1000 2000 4000 8000 
1-14-57 Right 65+ 75 85 100+ §=100+ 100+ 80+ 
Pre-therapy Left 10 0 0 0 0 0 0 
12-26-57 Right 5 0 5 0 0 0 5 
Post-therapy Left 5 0 0 0 0 0 0 


A fourth case, K.X., Table 4, showed 
very little improvement after five hyp- 
notherapy periods at weekly intervals, 
and this slight improvement was not 
held from one session to the next. We 
believed that this girl, whose behavior 
departed more from the normal than 


that of any of the other children treat- 
ed, needed psychiatric attention. After 
six months of psychotherapy with a 
psychiatrist, she was recalled for test- 
ing, which showed that the left ear was 
normal and the right ear (on the side 
of the dominant hand) still had a mod- 
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TABLE 4. Sussect K.X., FEMALE, AGE 13. BILATERAL Loss. 


13 


THRESHOLDS 


PRE- AND Post-HyPNOTHERAPY AND POST-PSYCHOTHERAPY. 


Frequencies 

Date Ear 15 500 1000. 2008 4000 8000, 
1-15-57 Right 35 30 20 60 55 50 50 
Pre-therapy Left 25 20 45 35 30 30 35 
5-10-57 Right 30 40 50 45 50 35 55 
Hypnotherapy Left 15 15 5 35 20 35 35 
1-27-58 Right 15 20 20 20 30 35 35 
Psychotherapy Left 0 0 0 5 5 5 40 

erate loss. In this case hypnotherapy except one. Symptom substitution was 


was not successful. 


SUMMARY 


Clinical hearing tests were made of 
a small sample of children who showed 
non-organic hearing losses. Despite the 
fact that their ability to hear was es- 
sentially normal, they complained of 
inability to hear in certain situations 
in the home and in the classroom. To 
investigate this phenomenon, periodic 
laboratory measurements were made 
of their hearing before and after hyp- 
notherapy. The results indicate that 


quantitative improvement was brought V 


about by hypnotherapy in every case 


not demonstrated and the hearing be- 
havior improved as desired. 

The authors feel that hypnotherapy 
can be an effective clinical treatment 
for this type of abnormal behavior, 
which is believed to be essentially psy- 
chogenic in origin. The clinician should 
make use of quantitative hearing tests 
rather than relying on subjective re- 
ports in diagnosing his cases and in 
evaluating therapy. 

Further observations will be contin- 
ued on these children with special ref- 
erence to personality characteristics, 
social behavior and auditory sensitivity. 
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SEX, TRANSFERENCE, AND SUSCEPTIBILITY TO HYPNOSIS 


by André M. Weitzenhoffer, Ph.D.,! and Geneva B. Weitzenhoffer, B.A. 


In the course of a recent investiga- 
tion of the role of femininity in the 
determination of hypnotic susceptibil- 
ity (17) we have been led to use an 
experimental design which has allowed 
us to obtain directly and simultaneous- 
ly data on the influence of both the sex 
of subjects and of the sex of hypnotists 
upon hypnotic susceptibility. These 
data constitute the basis of the present 
report. 

Largely as a matter of course, past 
investigators have studied the possible 
relation of such individual characteris- 
tics as age, intelligence, and sex to sug- 
gestibility and particularly to suscep- 
tibility to hypnosis.?, Among these, sex 
has been of additional interest because 
of the orthodox psychoanalytic position 
that hypnosis, as a transference phe- 
nomenon, has an erotic basis. A num- 
ber of past investigations of the effects 
of sex upon suggestibility and hypnotic 
susceptibility have been partly aimed 
at verifying this hypothesis. Such a 
verification is not just a matter of aca- 
demic interest, but has definite prac- 
tical implications. If the hypothesis is 
valid, transference manipulation be- 
comes a very important feature of ef- 
fective trance induction and utilization, 
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? Although many persons use “suggesti- 
bility” and “hypnotic susceptibility” inter- 
changeably, we make the following distinc- 
tion: Suggestibility is an individual’s re- 
sponsiveness, i.e., his capacity for respond- 
ing to suggestions. Hypnotic susceptibility, 
or susceptibility, is a person’s capacity for 
developing the state of hypnosis. It is 
measured by the maximum depth or degree 
of hypnosis he can attain on a given trial 
under specified conditions and measured on 
a given scale. There is a relationship be- 
tween suggestibility and susceptibility, but 
the two have not as yet been shown to be 
identical, hence synonymous. 
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as Kline (11), Watkins (14), and Weitz- 
enhoffer (15) have indicated. In addi- 
tion, as one of the authors has pointed 
out (15), if transference plays a major 
role in hypnosis, some rather critical 
issues arise in the use of hypnosis in 
psychotherapy. For these reasons the 
present report will be centered about 
the transference theory of hypnosis, 
and we shall delve at some length into 
the discussion which will follow upon 
the question of how satisfactory this 
type of investigation is for throwing 
light upon the part transference may 
play in hypnosis. 

From the very beginnings of hypno- 
tism and going back to its precursor, 
mesmerism, opinions have been divid- 
ed with regard to the influence of the 
subject’s sex upon susceptibility to 
hypnosis or to magnetic influence. 
Among lay individuals and amateur 
hypnotists there seems to have been a 
prevalent belief that women were more 
susceptible than men, a belief partly 
shared by a number of influential as 
well as less well known professional 
hypnotists. Perhaps this view arose 
from the fact that the majority of sub- 
jects and patients who were magne- 
tized or hypnotized seem to have been 
women. Be that as it may, one of the 
first and earliest quantitative reports 
on this question was made privately to 
Beaunis (2) by Liébeault around the 
last quarter of the 19th century. Lié- 
beault reported data showing a very 
small difference in susceptibility favor- 
ing women over men and concluded 
that this difference was too small to 
warrant any conclusion other than that 
no sex effect was present. A somewhat 
later and more extensive report of 
Schmidkuntz (13) fully supports this 
conclusion. Since then many more in- 
vestigations of this question have been 
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reported. These have been reviewed 
rather extensively in previous works 
(9, 16) so we will limit ourselves here 
to a very brief summary of the find- 
ings. First, it should be remarked that 
only about half of these reports dealt 
directly with susceptibility to hypnosis, 
the remainder being concerned with 
waking suggestibility. However, since 
there is a close relationship between 
the kind of waking suggestibility which 
was studied and hypnotic susceptibil- 
ity, the results of the second group of 
studies do bear indirectly upon the 
question under examination. The con- 
sensus is that women are slightly more 
suggestible and susceptible than men, 
but that the difference is not statisti- 
cally significant (five per cent level of 
confidence). 

Turning our attention to studies of 
the influence of the sex of the experi- 
menter upon suggestibility, there is 
only one investigation, reported by 
Eysenck (4), who concludes that the 
sex of the suggester has no influence 
upon the waking suggestibility of 
either men or women.’ No experimen- 
tal data are available with regard to 
hypnotic susceptibility, although if we 
note the apparent success of two well- 
known women therapists and experi- 
menters and one female stage hypno- 
tist it would appear that women can be 
as successful as men in hypnotizing 
subjects of either sex. 


METHOD 
Apparatus 


The induction of hypnosis was per- 
formed in a small sound-proof room 
containing a comfortable arm chair for 
the subject, a small typing table and a 
chair for the experimenter. A small 
bright metal disk the size of a nickel 


3 Hull (9) has also reported data from a 
study of the suggestibility of men and 
women in which the experimenter was a 
woman. Comparison of the data thus ob- 
tained with those reported by male experi- 
menters supports this conclusion. 


and attached to a small piece of white 
posterboard at the center of two con- 
centric circles drawn in India ink was 
suspended from one of the walls and 
used as target for visual fixation dur- 
ing the induction of hypnosis. The 
room was illuminated in such a way 
that most of the light fell upon the 
typing table which was used by the ex- 
perimenter. The illumination was 
kept at a level just sufficient to allow 
the experimenter to read comfortably. 
Other equipment in the room included 
a 1/5th second stop watch and a micro- 
phone resting on the typing table in 
plain view of the subject. The seating 
arrangement was such that the experi- 
menter sat somewhat forward and to 
the side of the subject at about three 
or four feet distance. 


The experimental room was entered 


by way of a small adjoining room. A 
loudspeaker-microphone arrangement 
and a one-way window provided one- 
way communication between these two 
rooms. An observer sat in the adjoin- 
ing room during all hypnotic sessions. 
It might be added that the only func- 
tion of the observer was to provide a 
witness in the event that any questions 
arose at a later date with regard to the 
nature of the experiment. 


Subjects 


A total of 200 subjects (100 men and 
100 women) was obtained from the 
University of Michigan campus on a 
volunteer basis by direct appeal to 
classes and notices placed on bulletin 
boards. This sample was almost en- 
tirely made up of undergraduate stu- 
dents, with a few graduates, special 
students, and secretaries. The total 
sample drew from all segments of un- 
dergraduate college population, as can 
be seen from the following breakdown: 


Freshmen, 33.5%; Sophomores, 34%; 
Juniors, 20%; Seniors, 10.5%; 
“Special,” 0.5%; 


Graduates, 1%; 
Secretaries, 0.5% 


t 
t 
d 


¢ 


SEX, TRANSFERENCE, AND SUSCEPTIBILITY 17 


With regard to age, the subjects 
ranged from 17 to 34 years, with 76 per 
cent of the sample falling between 17 
and 21. The mean age was 19.6, with 
a median at 19.1. The age distributions 
for the male and female sub-samples 
were found to be nearly identical. 


Procedures 


Depth of hypnosis was ascertained 
by using the technique described by 
Friedlander and Sarbin (8). With the 
exception of three minor changes, hyp- 
nosis was induced by the procedure 
which they also describe. However, we 
used a dimly illuminated room instead 
of a dark one, a small bright metal ob- 
ject was employed for visual fixation 
in place of the small red light they de- 
scribe, and at the conclusion of the ex- 
periment, prior to dehypnotizing, ad- 
ditional posthypnotic suggestions were 
given to the subjects to prevent pos- 
sible undesirable after-effects. 

Two hypnotists (the authors), one of 
each sex, were employed. Each tested 
50 men and 50 women. Prior to the 
actual experiment, a number of trial 
sessions were undertaken to match the 
two experimenters’ methods of hand- 
ling the subjects and inducing hyp- 
nosis. 

Approximately one week prior to 
testing the hypnotic susceptibility of 
the subjects they were given a battery 
of personality tests, which will not be 
discussed here as they are not relevant 
to the present topic. At that time a 
specific appointment was made for the 


TABLE 1. MEANS, MEDIANS, AND 


hypnotic session. At the appointed 
time each subject reported to a room 
close to the experimental room and 
was met there by one of the experi- 
menters who then conducted him to 
the sound-proof room, asking him to be 
seated. After calling his attention to 
the observer in the adjoining room and 
very briefly stating his function, the 
experimenter filled in a brief record 
sheet with a few vital statistics ob- 
tained from the subject by questioning. 
Following this, the subject was asked 
to sit comfortably with his feet flat on 
the floor, hands on his lap. The induc- 
tion of hypnosis was then begun. 

At the termination of the session 
each subject was asked to fill out a 
short questionnaire again not relevant 
to the present report. He was asked 
not to discuss the experiment with per- 
sons yet to be tested, and he was cau- 
tioned against serving as a hypnotic 
subject for others until the entire ex- 
periment was concluded, since he 
might be required to take further part 
in it. 

RESULTS 


Hypnotic Susceptibility 
and Subject Sex 


As has been previously reported, the 
distribution of hypnotic susceptibility 
to hypnosis was found to be markedly 
skewed. This was true for pooled sam- 
ples as well as when the subjects were 
separated in terms of their sex or that 
of the experimenters. Table 1 sum- 
marizes some pertinent statistics. 


SEMI-INTERQUARTILE DEVIATIONS 


OF HYPNOTIC SUSCEPTIBILITY 


4.18 | 


Male Hypnotist Female Hypnotist | ; 
| Total Total Total 
Male Female Male Female Male Female 
Subjects Snbjects | Subjects Subjects Sample Sample 
i, eer cee | 50 | 50 | 50 | 50 | 100 | 100 | 200 
| ees | 428 | 416 | 488 | 5.84 || 422 | 5.36 4.79 
a | 3650 | 310 | 350 | 493 || 3.17 | 436 | 3.67 
| | 3.83 3.62 4.14 | 3.67 
| 
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Examining this table we see that, 
when the sex of the hypnotist is not 
taken into account, women are some- 
what more susceptible than men. If 
the hypnotist’s sex is taken into con- 
sideration we find hardly any differ- 
ence between male and female subjects 
hypnotized by the male hypnotist, the 
former being slightly more susceptible. 
Again, we find women having a slight 
advantage over men when the hypno- 
tist is a female. It remains to be seen 
how significant these differences are. 


There is no reason to believe that 
hypnotic susceptibility is normally dis- 
tributed and that the observed skew- 
ness is an artifact. In any event, it is 
doubtful that we are dealing here with 
an interval scale, and consequently, 
some form of nonparametric test of 
significance is indicated. A number of 
tests are available. We chose to divide 
the subjects into three categories on 
the basis of their susceptibility scores: 
a “High” group with scores of 10 or 
more; a “Medium” group with scores 
no less than 6 and no more than 9; and 
a “Low” group with scores of 5 or less. 
This particular partitioning was the re- 
sult of several considerations. First, 
we are concerned with the question of 
whether sex has any effect upon who 
becomes hypnotized and who does not. 
Since the answer to this question is 
presumably important for psychoanal- 
ytic theory, we should insure that our 
susceptible and non-susceptible sub- 
jects have a close correspondence to 
those individuals Freud would pre- 
sumably have classified as susceptible 
and non-susceptible. It is our belief 
that the High and Low categories are 
most representative of these two 
groups of individuals respectively. A 
second consideration which guided us 
is the fact, to be discussed later, that 
from one point of view the Medium 
group is a rather ambiguous one which 
it seems best to separate. Finally, the- 
ory (15, 16) suggests that there are at 
least three basically different processes 


acting singly as well as jointly at the 
bottom of the response to hypnotic 
suggestions. According to the theory, 
the range of depth of hypnosis indi- 
viduals may attain depends largely up- 
on the particular quantitative combi- 
nation of these processes present at a 
given instant. The above division is 
one which is consistent with one of the 
possible theoretical divisions of hyp- 
notic depth. Other breakdowns are 
possible on theoretical and other 
grounds; however, they do not appear 
to have any real advantages over the 
above one, and in some cases they lead 
to either unnecessary complications or 
have definite disadvantages. 


The above led to the construction of 
a set of 3x2 tables to which a X? (chi 


square) test was applied. These tables © 


and the results of the statistical analy- 
sis will be found in Tables 2, 3, and 4: 


TABLE 2. DIFFERENCE IN SUSCEPTIBILITY OF 
MALE AND FEMALE SUBJECTS— 
MALE HYPNOTIST 


| Male Female 
High 6 | 11 N = 100 
Medium ..| 10 | 7 X2 = 2.06 
| 34 32 df = 2 


.25>P>.15 (one-tail test) 


TABLE 3. DIFFERENCE IN SUSCEPTIBILITY OF 
MALE AND FEMALE SUBJECTS— 
FEMALE HYPNOTIST 


| Male Female | 
High ..... 7 | 13 | N=100 
Medium ..! 6 | 8 | X2 = 3.06 
are | 37 | 29 af = 2 
| 


15>P>.10 (one-tail test) 


TABLE 4. DIFFERENCE IN SUSCEPTIBILITY OF 
MALE AND FEMALE SUBJECTS— 
TOTAL SAMPLE 


Male 


Female 
co | 13 24 N = 100 
Medium ..| 16 15 X2 = 4.06 
| 71 61 


-10>P>.05 (one-tail test) 
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In each case we used a one-tail test. 
As can be seen, none of the X?’s is sig- 
nificant at the 5% point; hence, we may 
conclude that women were not sig- 
nificantly different from men in this 
investigation with regard to hypnotic 
susceptibility. 


Hypnotic Susceptibility 
and Sex of the Hypnotist 


Using the same partitioning of hyp- 
notic susceptibility as before, the con- 
tingency tables shown in Tables 5, 6, 
and 7 were obtained. As may be seen 


TABLE 5. DIFFERENCE IN SUSCEPTIBILITY OF 
MALE SUBJECTS AS A FUNCTION OF THE 
SEx OF THE HYPNOTIST 


Hypnotist 
Male Female 
6 N = 100 
Medium 10 6 X2 = 1.20 
34 37 df= 2 
.30>P>.25 (one-tail test) 


TABLE 6. DIFFERENCE IN SUSCEPTIBILITY OF 
FEMALE SUBJECTS AS A FUNCTION OF 
THE SEX OF THE HYPNOTIST 


Hypnotist 


Male Female 
11 13 N = 100 
Medium .. 7 8 X2 = .36 
EOW ..... 32 29 df = 2 


45>P>.40 (one-tail test) 


TABLE 7. DIFFERENCE IN SUSCEPTIBILITY OF 
FEMALE AND MALE SUBJECTS AS A FUNC- 
TION OF THE SEX OF THE HYPNOTIST 


Hypnotist 


Male Female 
17 20 N = 200 
Medium .. 17 14 X?2 = .54 
66 66 df =2 


A0>P>.35 (one-tail test) 


from the values of X? which were ob- 
tained, the one-tail test that subjects 
are more susceptible to hypnotists of 
the opposite sex again fails to show 
significance at the 5% point. 
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DISCUSSION 


It may have been felt by some read- 
ers that we should have used a test of 
greater power than the X? test. Others 
may feel that perhaps a one-tail test is 
too severe a test. It may be remarked 
first that with N’s of 100 and 200 this 
i st is much better than one might oth- 
erwise assume, and quite adequate for 
our present purpose. Secondly, partly 
out of curiosity and partly because of 
certain theoretical considerations we 
need not take up at this time, we sub- 
sequently examined what would have 
resulted had we utilized other methods 
of analyzing the data aimed at maxi- 
mizing the detection of any differences 
in performance between the compari- 
son groups. The results showed that had 
we proceeded thus, instead of as just 
described, we still would have had to 
report no statistically significant dif- 
ferences. 


Some readers may have noted that 
we made no attempt to control such 
factors as age or intelligence in spite 
of the fact that these are known to in- 
fluence suggestibility. Previously re- 
ported data (9, 16) have shown that 
these two factors probably have only a 
small influence and can be neglected in 
cases where the age and intelligence 
ranges are small and, in the case of 
age, when the individuals concerned 
are at least 16 years old. We expected 
that we would meet these conditions 
and that in planning the experiment 
we could disregard the possible influ- 
ence of these two factors. Insofar as 
age is concerned, our data show that 
our assumption was justified. Further- 
more, the age distribution for the va- 
rious subsamples turned out to be es- 
sentially identical. With regard to in- 
telligence, unfortunately we have no 
information since it was not feasible to 
obtain intelligence measures from our 
subjects. 


The agreement of our data with pre- 
vious findings in regard to the near ab- 
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sence of a sex difference in hypnotic 
susceptibility is, perhaps, worth more 
than a passing mention because al- 
though our investigation and earlier 
studies agree that such differences as 
have been observed are not statistical- 
ly significant there is also remarkable 
agreement that a small difference is 
present such as to show women as be- 
ing somewhat more suggestible. As 
Hull (9) pointed out, it would be dan- 
gerous to consider such small differ- 
ences as have been observed in any sin- 
gle investigation as being due to any- 
thing else but chance. But when such 
differences occur repeatedly in the 
same direction and of the same order 
of magnitude, the likelihood that this 
is a chance effect becomes appreciably 
decreased and one can hardly deny its 
reality. On this basis, it seems to us 
that although our study does not, 
alone, show a statistically significant 
effect of sex on hypnotic susceptibility, 
in conjunction with past reports, it 
must be considered as supporting the 
general overall conclusion that women 
are probably slightly more susceptible 
to hypnosis than men. Such a differ- 
ence, it might be noted in passing, need 
not be due to a direct relation between 
biological sex and hypnotic suscepti- 
bility, but it might arise indirectly 
through the existence of, on the one 
hand, a relationship between suscep- 
tibility and some particular character- 
istic of the individual, and on the other 
hand, a relationship between this char- 
acteristic and sex. For example, wo- 
men are said to be superior to men in 
verbal ability and in general intellec- 
tual ability (1). We know that higher 
intelligence is related to higher sus- 
ceptibility, but we do not know what 
specific aspects, if any, are involved. 
Should verbal ability, for instance, be 
such a common factor, it would lead 
women as a whole to score somewhat 
higher than men in general. It is sug- 
gestive that it has also been reported 


that girls and women average higher in- 
telligence scores than boys or men (1). 

A difference as small as the one we 
have been discussing is admittedly of 
no practical importance. For all in- 
tents and purposes there is no differ- 
ence. On the other hand, it is this ab- 
sence of a sex effect which has been in- 
terpreted by a number of previous in- 
vestigators as invalidating the Freud- 
ian theory of hypnosis. It does not 
seem to us that this is an entirely jus- 
tified conclusion. First, one might al- 
ternatively infer, as we have done, that 
if hypnosis involves erotic elements in 
a fundamental manner, the results 
reported in this and earlier studies 
may simply indicate that these ele- 
ments are manifesting themselves in a 


more subtle way than through the di- . 


rect influence of the biological sex of 
the subject or of the hypnotist. It is 
worth noting that although Freud be- 
lieved that becoming hypnotized should 
be equated to “falling in love,” he also 
emphasized that it was falling in love 
with the directly sexual tendencies in- 
hibited in their aim (5). Speaking 
more specifically, he also asserted (6) 
that there is a masochistic element of 
submission at the basis of hypnosis. 
Perhaps then it is not entirely reason- 
able to interpret Freud as saying or 
even implying that gross sex effects 
are always to be found in hypnosis. If 
anything, his statement would seem to 
lean much more in the direction that, 
in general, hypnosis is a rather indi- 
rectly derived expression of sex, and 
that gross, direct sexual manifestations 
are to be expected only in deviant sit- 
uations. The subject-hypnotist inter- 
action takes place in a highly socialized 
setting in which sex roles and taboos 
imposed by the cultural matrix upon 
the participants may be expected to 
exert a strong influence. Nor can one 
ignore the influence of the roles which 
the participants are taking in this in- 
teraction or which they perceive others 
to have. Such influences may well 
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supersede and mask any direct. effect 
of biological sex if there be any. The 
interpretations and elaborations of 
Freud’s views on hypnosis by such men 
as Schilder (12) and Ferenczi (7) seem 
to us to show a clear recognition on 
their part of this alternative. But even 
disregarding these possibilities there 
are aspects of the problem on hand 
which require, as we shall see in a 
moment, that one approach any gen- 
eral conclusion with regard to the 
place transference holds in hypnosis 
with circumspection when dealing di- 
rectly with sex data. 


As a start we need to ask just what 
sort of objective evidence might Freud 
have had when he formulated his the- 
ory of hypnosis. Do hypnotized indi- 
viduals ever exhibit such obvious 
clear-cut behavior that any chance ob- 
server, knowing nothing of the ante- 
cedents, would interpret it as that of a 
person either “falling in love” or “in 
love”? Or is the evidence always of a 
more subtle kind, such as to require 
analytical perspicacity and acumen be- 
fore it may be interpreted as “falling 
in love”? Unfortunately, Freud’s writ- 
ings are of little help here. But evi- 
dence that allows us to answer the first 
question affirmatively can be found in 
the literature. One source of descrip- 
tive material is a report, originally se- 
cret, made by the French Commission 
on Mesmerism (3). An even better 
source is a remarkable essay written 
by Janet (10) which fully supports 
Freud’s contention.* We do not know, 
of course, that Freud had direct access 
to such evidence, but we may suspect 
that he did. In any event we may as- 
sume that he was cognizant of obser- 
vations such as those which Janet and 


4It is not, perhaps, without significance 
that having been quick to seize upon the 
extremely close resemblance between his 
subject’s behavior and that of falling in 
love, Janet emphatically asserted that in 
spite of appearance this definitely was not 
“amour.” 


others reported and that he was voic- 
ing an opinion based on more than 
purely theoretical considerations or on 
evidence derived from the interpreta- 
tion of fantasy material, transference 
manifestations, and the like. Accept- 
ing this for the time being leads to the 
next question. When does a “hypno- 
tized” individual show such obvious 
manifestations of falling in love? Ex- 
perience tells us that this is certainly 
not an invariable occurrence to be seen 
every time a person is hypnotized. A 
careful reading of Freud’s writings 
strongly suggests that when he speaks 
of “hypnosis” he has in mind someone 
who is in a deep classical somnambu- 
listic state such as is described in the 
early literature on hypnotism. Janet’s 
writings leave no doubt that his sub- 
jects who showed the kind of overt be- 
havior we are talking about were those 
who were capable of attaining this 
state. Furthermore, it is perhaps sig- 
nificant that some of the behavior 
Freud felt was characteristic of hyp- 
nosis is much more descriptive of it at 
the time the trance is utilized than dur- 
ing induction or shortly after. There 
is little doubt that Freud intended his 
hypothesis to be of general applicabil- 
ity to all suggestion situations, but 
there is some question whether the 
generalization of his theory might not 
have been based upon an unwarranted 
extrapolation from the facts. There is 
no evidence that he ever actually ob- 
served or knew of clear-cut transfer- 
ence manifestations, such as we are de- 
scribing, in cases other than deep clas- 
sical somnambulism, and there is a 
strong possibility that he assumed that 
what was true in the latter instance 
must also hold true for the lesser 
depths. 

Should the above be correct, the 
problem of the relationship of transfer- 
ence and hypnosis acquires a totally 
new character which has implications 
for both theory and research. It may 
be that, as Freud inferred, transference 
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does underlie all suggested effects 
whether in the waking or hypnotic 
state, but that clear-cut, gross erotic 
manifestations do not appear until 
very deep trance states are induced. 
The influence of sex at lesser depths 
might then take on much more subtle 
forms as already suggested, and direct 
manipulation of sex might be relative- 
ly ineffectual until deep hypnosis is at- 
tained. On the other hand, Freud may 
be partially right, believing that trans- 
ference is an intrinsic part of deep hyp- 
nosis, but he may have erred in assum- 
ing that this also holds for the lesser 
depths. A multi-dimensional theory of 
hypnosis, such as has recently been 
proposed (16) does suggest that this 
sort of situation could easily exist. Al- 
ternatively, one could look at this from 
a position such as Kline’s (11) and see 
“deep hypnosis” as a different kind 
from “medium” or “light” hypnosis. 
Presumably, Freud would be speaking 
of the former in the writings to which 
we have referred. Whatever may be 
the case, the results are the same. All 
other things being equal, if transfer- 
ence is primarily or entirely associated 
with deep hypnosis similar to classical 
somnambulism, then any study of the 
influence of sex upon hypnotic suscep- 
tibility and suggestibility must insure 
that the subject sample contains an 
adequate number of individuals known 
to be capable of developing this condi- 
tion. This is a basic requirement that 
neither the present investigation nor 
earlier ones have met satisfactorily, 
and it is not possible to conclude that 
their results have satisfactorily elimi- 
nated the possibility that hypnosis and 
transference are intimately related, at 
least at some stage of the process. 


This question of comparable samp- 
ling comes up in another way. Our 
and previous studies have made use of 
essentially normal individuals. From 
reading Janet and Freud, to mention 
only these two, it seems fairly clear 
that most, perhaps all, of their subjects 


were mental patients suffering, for the 
most part, from “hysteria.”® If one ac- 
cepts the possibility that hypnosis is 
multidimensional, or that there are 
several kinds of hypnoses, this obser- 
vation opens up new ways of looking 
at the present and past failures to find 
support for Freud’s contention. Per- 
haps “hysterics” are specifically prone 
to develop this form of hypnosis. Or 
perhaps in Janet’s and Freud’s cases 
both the subject-hypnotist relationship 
and the relationship of patient to ther- 
apist may have been responsible for 
hypnosis developing strongly along the 
transference axis when otherwise it 
would have done so either minimally 
or not at all. This effect might be par- 
ticularly strong if transference was al- 
ready developing or was well estab- 
lished at the time hypnosis was in- 
duced. 


Another element which must be tak- 
en into consideration in the present 
evaluation is the degree to which the 
subjects were allowed to interact with 
the experimenter within the frame- 
work of hypnosis. Presumably the de- 
velopment of transference is, all other 
things being equal, a function of the 
intensity and amount of interaction 
between patient and therapist. If the 
notion of transference can be taken out 
of the context of therapy (which, in- 
cidentally, Freud felt should not be 
done) and introduced into that of hyp- 
nosis, it is reasonable to assume that a 
similar rule would also hold here. 
There is considerable evidence in the 
older reports that ample opportunity 
for interaction in and out of hypnosis 


5 There are, of course, numerous other 
points of mismatching, many of which are 
probably trivial. One which possibly should 
be called to attention is the fact that Freud’s 
and Janet’s patients probably represent as 
a whole an older age group than the sub- 
jects which have been used in the more re- 
cent investigations. It is conceivable that a 
sex differential might exist among individ- 
uals, say 25 years of age or older, but not 
among those 21 years or younger. 
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between subjects and hypnotist had 
been allowed. This is in definite con- 
trast to many of the more recent in- 
vestigations, particularly our own. In 
the latter, each subject had one trance- 
inducing session lasting not more than 
14 minutes; and in addition, the experi- 
ment was so structured that insofar as 
the hypnotists were concerned, the 
only major variable which might af- 
fect transference was the fact that one 
experimenter was a woman and the 
other a man. This situation, then, is 
very much in contrast to one in which 
attempts are made to manipulate the 
transference, in which the subject is 
“trained,” in which the trance is not 
only induced but extensively  uti- 
lized, or finally, in which many ses- 
sions afford and promote considerable 
interaction between subject and hyp- 
notist. If it is possible for hypnosis to 
exist with and without transference, 
then it is reasonable to expect that the 
second situation would be much more 
prone to give rise to hypnosis showing 
a transference character. These con- 
trasting situations are rather good de- 
scriptions of the differences in at least 
Janet’s work and our own. That Janet 
should have reported rather marked 
transference manifestations and we did 
not is therefore not particularly sur- 
prising. Of course, we are speculating. 
But as long as there is a possibility that 
there are such differences between the 
earlier and more recent investigations 
one cannot positively conclude that 
Freud’s hypothesis has been refuted or 
that it is totally unfounded. 


Thus far it has been assumed in our 
discussion that hypnosis is in some 
phase or other either pure transference 
or a combination of the latter and of 
other phenomena woven into a single 
entity. There are still other ways in 
which transference could play an im- 
portant, even crucial part in hypnosis 
while not being an intrinsic element of 
it. The two could be interacting states 
but also independent with regard to 
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origin and mechanism of action. Hyp- 
nosis is perhaps contingent upon the 
presence of transference. Or perhaps, 
although the presence of the latter is 
fortuitous, it is nevertheless quite in- 
fluential in determining the character 
of the hypnotic response, even to the 
extent of having a synergic action with 
regard to induction. Still another al- 
ternative is that hypnosis creates a 
condition which is highly favorable to 
the appearance of transference phe- 
nomena. Here as before, these consid- 
erations may apply only to deep hyp- 
nosis and may not be true of lighter 
states. Whatever the case may be, it 
should be clear from these remarks 
that the existence of transference in 
close association with hypnosis need 
not necessarily have any effect on sus- 
ceptibility, although it might have con- 
siderable influence upon the subject’s 
subsequent behavior in both hypnosis 
and the waking state. 

Finally, one should mention that 
Freud’s idea with regard to the role of 
transference in hypnosis may have 
been based more on the behavior of 
subjects subsequent to being dehypno- 
tized than upon their behavior in hyp- 
nosis itself. This notion cannot be de- 
rived from Freud’s writings but arises 
mainly out of Janet’s account to which 
we referred earlier. Here we find that 
much of the subject’s characteristic be- 
havior is exhibited in the waking state 
following various hypnotic experiences. 
Just what this signifies is not entirely 
clear, except that perhaps, as was pro- 
posed earlier, hypnosis does create a 
condition which is extremely favorable 
to the development of a transference 
which persists into the waking state 
after dehypnotization. 

Although the above discussion has 
centered around the question of the 
effects of the subject’s sex, much of it 
applies equally well to the topic of the 
influence of the hypnotist’s sex. In 
particular, it should be emphasized 
that just as the subject’s sex may man- 
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ifest itself in more subtle ways than 
through a gross sex difference, so may 
this be true in the case of the hypno- 
tist’s sex. Ferenczi’s notion of “pater- 
nal” and “maternal” hypnosis, for in- 
stance, may be quite to the point here. 
In this respect it is a weakness of the 
present investigation that only one 
hypnotist of each sex was involved, 
and that opportunities for interaction 
were very limited. Had it been pos- 
sible to obtain and use a larger number 
of male and female hypnotists, a very 


different picture might have resulted, 
particularly had greater freedom of in- 
teraction between hypnotists and sub- 
jects been allowed. 

Whatever the case may be, it seems 
obvious that checking the transference 
theory of hypnosis is a much more dif- 
ficult problem than may have been 
originally conceived and that a study 
of the direct influence of sex upon hyp- 
notic susceptibility is but a small and 
rather unsatisfactory test of the theory 
in most instances. 
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PEDIATRIC HYPNOTHERAPY’ 


by Milton H. Erickson, M.D., Phoenix, Arizona 


As an introduction to what consti- 
tutes “Pediatric Hypnotherapy,” the 
question may well be asked, What is 
the difference between hypnotherapy 
on the small-sized child, on the me- 
dium-sized child, on the large-sized 
child, and on that older, taller child we 
encounter so frequently in our offices? 
Therapy of any kind properly parallels 
the physical examination in adaptation 
to the patient as a reality object pos- 
sessed of needs requiring recognition 
and definition. And any therapy used 
should always be in accordance with 
the needs of the patient, whatever they 
may be, and not based in any way upon 
arbitrary classifications. 


Psychologically oriented forms of 
therapy properly employed need al- 
ways be in relationship to the patient’s 
capacity to receive and to understand. 
Pediatric hypnotherapy is no more 
than hypnotherapy directed to the 
child with full cognizance of the fact 
that the child is a small and a young 
person. As such, he views the world 
and its events in a different way than 
does the adult, and his experiential 
understandings are limited and quite 
different from those of the adult. 
Therefore, not the therapy but only 
the manner of administering it differs. 

In ne connection and of the utmost 
importance in the use of hypnosis is 
the fact that there governs the child, 
as a growing, developing organism, an 
ever-present motivation to seek for 
more and better understandings of all 
that is about him. This is one of the 
things that adults so often lose, and 
which facilitates so greatly the use of 
hypnosis with all patients. Children 


1Given before the Academy of Psycho- 
somatic Medicine, Chicago, Illinois, Octo- 
ber 17, 1957. 


have a driving need to learn and to 
discover and every stimulus consti- 
tutes, for them, a possible opportunity 
to respond in some new way. Since 
the hypnotic trance may be defined, 
for purposes of conceptualization, as a 
state of increased awareness and re- 
sponsiveness to ideas, hypnosis offers to 
the child a new and ready area of ex- 
ploration. The limited experiential 
background of the child, the hunger 
for new experiences and the openness 
to new learnings render the child a 
good hypnotic subject. He is willing 
to receive ideas, he enjoys responding 
to them, and there is only the need of 
presenting those ideas in a manner 
comprehensible to him. This, as in all 
other forms of psychotherapy for all 
types of patients, is a crucial consid- 
eration. 

But such presentation needs to be in 
accord with the dignity of the patient’s 
experiential background and life expe- 
rience—there should be no talking 
down to or over the head of the patient. 
There needs to be the simple presen- 
tation of an earnest, sincere idea by 
one person to another for the purpose 
of achieving a common understanding 
and a common goal and purpose. The 
mother croons a lullaby to her nursing 
infant, not to give it an understanding 
of the words but to convey a pleasing 
sense of sound and rhythm in associa- 
tion with pleasing physical sensations 
for both of them and for the achieve- 
ment of a common goal and purpose. 
The child that is cuddled properly, 
handled in an adequate way, placed at 
the breast in the right way with the 
proper “hypnotic touch” is not so like- 
ly to develop colic. By “hypnotic 
touch” is meant no more than that type 
of touch that serves to stimulate in the 
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child an expectation of something 
pleasurable, and that is continuously 
stimulating in a pleasing way. 

It is the continuity of the experience 
that is of importance—it is not just a 
single touch or pat or caress, but a con- 


tinuity of stimulation that allows the 


child, however short its span of atten- 
tion, to give a continued response to 
the stimulus. So it is in hypnosis, 
whether with adults or children, but 
especially is it so with children. There 
is a need for a continuum of response- 
eliciting stimuli directed toward a 
common purpose. 


The child at the breast needs the lul- 
laby continued and the nipple between 
its lips, even after it has satisfied its 
hunger and is falling asleep. It needs 
those continuing stimuli until the phys- 
iological processes of sleep and diges- 
tion serve to replace them. Similarly 
in child hypnosis there is a need for a 
continuity of stimulation, either from 
without or from within, or a combina- 
tion of both. Hypnosis, whether for 
adults or children, should derive from 
a willing utilization of the simple, 
good, and pleasing stimuli that serve in 
everyday life to elicit normal behavior 
pleasing to all concerned 

Another consideration in using hyp- 
nosis therapeutically with children is 
the general character of the approach 
to the child. No matter what the age 
of the child may be, there should never 
be any threat to the child as a func- 
tioning unit of society. Adult physical 
strength, intellectual strength, force of 
authority, and weight of prestige are 
all so immeasurably greater to the 
child than his own attributes that any 
undue use constitutes a threat to his 
adequacy as an individual. And since 
hypnosis is dependent upon a coopera- 
tion in a common purpose, a feeling of 
goodness and adequacy is desirable for 
both participants. That sense of good- 
ness and adequacy is not to be based 
upon a sense of superiority of one’s 
own attributes, but upon a respect for 


the self as an individual dealing right- 
fully with another individual, with 
each contributing his full share to a 
joint activity of significance to both. 
There is a need, because of the child’s 
lack of experiential background and 
understanding, to work primarily with 
and not on the child. The adult can 
better comprehend passive participa- 
tion. 


Nor can there be a linguistic conde- 
scension to the child. Comprehension 
of language always precedes verbal fa- 
cility. There should not be a talking 
down to the child, but rather a utiliza- 
tion of language, concepts, ideas and 
word pictures meaningful to the child 
in terms of his own learnings. To 
speak in “baby talk” is usually an in- 
sult and a mockery, since any intelli- 
gent child knows that the adult pos- 
sesses vocal facility. One does not imi- 
tate the accent of an adult, but one can 
use a word or phrase respectfully ab- 
stracted from the speech of the other. 
Thus one can speak of “dem bums”, 
but cannot rightfully say “Toity-Foist 
Street.” So it is with infantile and 
childish vocalization. 

Similarly, respect must be given to 
the child’s ideational comprehension 
with no effort to derogate or minimize 
the child’s capacity to understand. It 
is better to expect too great a compre- 
hension than to offend by implying a 
deficiency. For example, the surgeon 
who told four-year old Kristi, “Now 
that didn’t hurt at all, did it?” was told 
with bitter, scornful contempt, “You’re 
poopid! It did, too, hurt, but I didn’t 
mind it.” She wanted understanding 
and recognition, not a falsification, 
however well-intended, of a reality 
comprehensible to her. For one to tell 
a child, “Now this won’t hurt one bit” 
is courting disaster. The child has his 
own ideas and needs to have them re- 
spected, but the child is readily open 
to any modification of his ideas intelli- 
gently presented to him. Thus.to tell 
the child, “Now this could hurf a lot, 
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but I think that maybe you can stop a 
lot of the hurt, or maybe all of it,” 
constitutes an intelligent appraisal of 
reality for the child and offers an ac- 
ceptable idea of a reasonable and pos- 
sible responsive participation of an in- 
viting character. 

The child must be respected as a 
thinking, feeling creature, possessed of 
a capacity to formulate ideas and un- 
derstandings and able to integrate 
them into his own total of experiential 
comprehension, but he must do this in 
accord: with the actual functioning 
processes he himself possesses. No 
adult can do this for him, and any ap- 
proach to the child must be made with 
awareness of this fact. 

To illustrate how one approaches a 
child and utilizes hypnotic techniques, 
the following personal example may be 
cited: 

Three-year-old Robert fell down the 
back stairs, split his lip and knocked an 
upper tooth back into the maxilla. He 
was bleeding profusely and screaming 
loudly with both pain and fright. His 
mother and I went to his aid. A single 
glance at him lying on the ground, 
screaming, his mouth bleeding profusely 
and blood spattered on the pavement 
confirmed the existence of an emergency 
requiring prompt and adequate measures. 

No effort was made to pick him up. 
Instead, as he paused for breath for fresh 
screaming, he was told quickly, simply, 
sympathetically and emphatically, “That 
hurts awful, Robert. That hurts ter- 
rible.” 

Right then, without any doubt in his 
mind, my son knew that I knew what I 
was talking about. He could agree with 
me and he knew that I was agreeing 
completely with him. Therefore he 
could listen respectfully to me, because 
I had demonstrated that I understood 
the situation fully. In pediatric hypno- 
therapy, there is no more important 
problem than so speaking to the patient 
that he can agree wiih you and respect 
your intelligent grasp of the situation as 
judged by him in terms of his own un- 
derstandings. 

Then I told Robert, “And it will keep 
right on hurting.” 

In this simple statement, I named his 
own fear, confirmed his own judgment 
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of the situation, demonstrated my good 
intelligent grasp of the entire matter and 
my entire agreement with him, since 
right then, he could foresee only a life- 
time of anguish and pain for himself. 


The next step for him and for me was 
to declare, as he took another breath, 
“And you really wish it would stop hurt- 
ing.” Again, we were in full agreement 
and he was ratified and even encouraged 
in this wish, and it was his wish, deriv- 
ing entirely from within him and consti- 
tuting his own urgent need. 

With the situation so defined, I could 
then offer a suggestion with some cer- 
tainty of its acceptance. This sugges- 
tion was, “Maybe it will stop hurting in 
a little while, in just a minute or two.” 


This was a suggestion in full accord 
with his own needs and wishes and, be- 
cause it was qualified by a “maybe it 
will,” it was not in contradiction to his 
own understandings of the situation. 
Thus he could accept the idea and initi- 
ate his responses to it. 


As he did this, a shift was made to an- 
other impcctant matter, important to 
him as a suffering person, and important 
in the total psychological significance of 
the entire occurrence—a shift that in it- 
self was important as a primary measure 
in changing and altering the situation. 

Too often, in hypnotherapy, or any 
utilization of hypnosis, there is a ten- 
dency to overemphasize the obvious and 
to reaffirm unnecessarily already ac- 
cepted suggestions, instead of creating an 
expectancy situation, permitting the de- 
velopment of desired responses. Every 
pugilist knows the disadvantage of over- 
training; every salesman knows the folly 
of over-selling. The same human haz- 
ards exist in the application of hypnotic 
techniques. 

The next procedure with Robert was a 
recognition of the meaning of the injury 
to Robert himself —pain, loss of blood, 
body damage, a loss of the wholeness of 
his normal narcissistic self-esteem, of his 
sense of physical goodness so vital in 
human living. 


Robert knew that he hurt, that he was 
a damaged person; he could see his blood 
upon the pavement, taste it in his mouth 
and see it on his hands. And yet, like 
all other human beings, he, too, could 
desire narcissistic distinction in his mis- 
fortune, along with the desire even more 
for narcissistic comfort. Nobody wants 
a picayune headache, but since a head- 
ache must be endured, let it be 30 colos- 
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sal that only the sufferer could endure it. 
Human pride is so curiously good and 
comforting! Therefore, Robert’s atten- 
tion was doubly directed to two vital is- 
sues of comprehensible importance to 
him by the simple statements, “That’s 
an awful lot of blood on the pavement. 
Is it good, red, strong blood? Look care- 
fully, Mother, and see. I think it is, but 
I want you to be sure.” 


Thus, there was an open and unafraid 
recognition in another way of values im- 
portant to Robert. He needed to know 
that his misfortune was catastrophic in 
the eyes of others as well as his own, 
and he needed tangible proof thereof 
that he himself could appreciate. There- 
fore, by declaring it to be “an awful lot 
of blood,” Robert could again recognize 
the intelligent and competent appraisal 
of this situation in accord with his own 
actually unformulated, but nevertheless 
real, needs. 


Then the question about the goodness, 
redness and strongness of the blood came 
into play psychologically in meeting the 
personality meaningfulness of the acci- 
dent to Robert. Certainly, in a situation 
where one feels seriously damaged, there 
is an overwhelming need for a compen- 
satory feeling of satisfying goodness. Ac- 
cordingly, his mother and I examined 
the blood on the pavement and we both 
expressed the opinion that it was good, 
red, strong blood, thereby reassuring him 
not on an emotionally comforting basis 
only, but upon the basis of an instruc- 
tional, to him, examination of reality. 


However, we qualified that favorable 
opinion by stating that it would be bet- 
ter if we were to examine the blood by 
looking at it against the white back- 
ground of the bathroom sink. By this 
time Robert had ceased crying and his 
pain and fright were no longer dominant 
factors. Instead, he was interested and 
absorbed in the important problem of 
the quality of his blood. 


His mother picked him up and carried 
him to the bathroom, where water was 
poured over his face to see if the blood 
“mixed properly with water” and gave it 
a “proper pink color.” Then the redness 
was carefully checked and reconfirmed, 
following which the “pinkness” was re- 
confirmed hy washing him adequately, to 
Robert’s intense satisfaction, since his 
blood was good, red and strong and 
made water rightly pink. 


Then came the question of whether or 
not his mouth was “bleeding right” and 


“swelling right”. Close inspection, to 
Robert’s complete satisfaction and relief, 
again disclosed that all developments 
were good and right and indicative of 
his essential and pleasing soundness in 
every way.” 

Next came the question of suturing his 
lip. Since this could easily evoke a neg- 
ative response, it was broached in a neg- 
ative fashion to him, thereby precluding 
an initial negation by him, and at the 
same time raising a new and important 
issue. This was done by stating regret- 
fully that, while he would have to have 
stitches taken in his lip, it was most 
doubtful if he could have as many 
stitches as he could count. In fact, it 
looked as if he could not even have ten 
stitches and he could count to twenty. 
Regret was expressed that he could not 
have seventeen stitches, like Betty Al- 
ice, or twelve, like Allan, but comfort 
was offered in the statement that he 
would have more stitches than Bert, or 
Lance, or Carol, his siblings. Thus the 
entire situation became transformed into 
one in which he could share with his 
older siblings a common experience with 
a comforting sense of equality and even 
superiority. 

In this way he was enabled to face 
the question of surgery without fear or 
anxiety, but with hope of high accom- 
plishment in cooperation with the sur- 
geon and imbued with the desire to do 
well the task assigned him, namely, to 
“be sure to count the stitches.” In this 
manner, no reassurances were needed, 
nor was there any need to offer further 
suggestions regarding freedom from 
pain. 

Only seven stitches were required, to 
Robert’s disappointment, but the sur- 
geon pointed out that the suture material 
was of a newer and better kind than 
any that his siblings had ever had, and 
that the scar would be an unusual “W” 
shape, like the letter of his Daddy’s col- 
lege. Thus the fewness of the stitches 
was well compensated. 


The question may well be asked at 
what point hypnosis was employed. 
Actually, hypnosis began with the first 
statement to him and became apparent 
when he gave his full and undivided 
interested and pleased attention to 
each of the succeeding events that 
constituted the medical handling of 
his problem. 
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At no time was he given a false state- 
ment, nor was he forcibly reassured in 
a manner contradictory to his under- 
standings. A community of under- 
standings was first established with 
him and then, one by one, items of 
vital interest to him in his situation 
were thoughtfully considered and de- 
cided, either to his satisfaction or suf- 
ficiently agreeably to merit his ac- 
ceptance. His role in the entire situ- 
ation was that of an interested partici- 
pant, and adequate response was made 
to each idea suggested. 


Another example that may be brief- 
ly cited is that of the belligerent two- 
year-old in her crib, who wished no 
dealings with anybody and was pre- 
pared to fight it out on that line for 
the rest of her life. She had a favorite 
toy, a rabbit. As she was approached 
and her jutting jaw and aggressive 
manner was noted, the challenge was 
offered, “I don’t think your rabbit 
knows how to sleep.” 

“Wabbit tan too,” and the battle was 
on. 

“I don’t think your rabbit can lie 
down with its head on the pillow, if 
you show it how.” 

“Wabbit tan too! See!” 


“And put its legs and arms down 
nice and straight like yours?” 
“Tan too! See!” 


“And close its eyes and take a deep 
breath and go to sleep and stay 
asleep?” 

“Wabbit sweep!”, a declaration 
made with pleased finality, and Kristi 
and her rabbit continued to sleep in a 
satisfactory trance state. 


The entire technique, in this in- 
stance, was nothing more than that of 
meeting the child at her own level 
and as an individual, and presenting 
ideas to which she could actively re- 
spond and thus participate in achiev- 
ing a common goal acceptable to her 
and to her adult collaborator. 

This type of technique has been em- 
ployed many times, for the single 
reason that the primary task in pedi- 
atric hypnosis is the meeting of the 
child’s needs of the moment. Those 
are what the child can comprehend 
and once that need has been satisfied, 
there is the opportunity for the thera- 
pist to discharge in turn his own obli- 
gations. 

To conclude, these two case reports 
have been presented in considerable 
detail to illustrate the case of the nat- 
uralistic hypnotic approach to chil- 
dren. There is seldom, if ever, a need 
for a formalized or ritualistic tech- 
nique. The eidetic imagery of the 
child, his readiness, eagerness and ac- 
tual need for new learnings, his desire 
to understand and to share in the ac- 
tivities of the world about him, and the 
opportunities offered by “pretend” and 
imitation games all serve to enable the 
child to accept and to respond compe- 
tently and well to hypnotic sugges- 
tions. 

In brief, a good hypnotic technique 
is one that offers to the patient, wheth- 
er child or adult, the opportunity to 
have his needs of the moment met ade- 
quately, the opportunity to respond to 
stimuli and to ideas, and also the op- 
portunity to experience the satisfac- 
tions of new learnings and achieve- 
ments. 
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CONSTITUTION AND BY-LAWS OF 
THE AMERICAN SOCIETY OF CLINICAL HYPNOSIS 


CONSTITUTION 


ARTICLE 1 


The Society shall be known as The Amer- 
ican Society of Clinical Hypnosis. 


ARTICLE 2 


The object of The Society shall be to 
bring together professional people in the 
medical, dental, and psychological fields 
using Hypnosis, and to set up standards for 
training. It shall cooperate with all scien- 
tific disciplines in professional and public 
relationships in regard te the use of Hyp- 
nosis and it shall stimulate research and 
publication in the field. 


ARTICLE 3 


Any qualified physician, dentist, or psy- 
chologist with the degree of Ph.D. or its 
equivalent interested in the objectives of 
The Society shall be eligible for election to 
membership. The qualifications, privileges, 
and dues of the members are set forth in 
the By-Laws. 


ARTICLE 4 


Section 1: The officers of The Society 
shall be: the President, the President Elect, 
the Vice-President, the Secretary, the 
Treasurer, and the Past President, after 
his term in office has expired. These offi- 
cers shall be elected by the voting member- 
ship every second year. Together with one 
representative from each Section and the 
Editor of the Journal, they shall constitute 
the Executive Committee, the term of office 
of which shall be two years. The outgoing 
President shall retain a seat on the Execu- 
tive Committee for the two years follow- 
ing his term. 

Section 2: The President shall preside at 
all business and scientific meetings of The 
Society. In the event of his absence, his 
duties shall devolve successively upon the 
Vice-President, the Secretary, and the 
Treasurer. 

Section 3: The Society shall maintain a 
quarterly Journal and shall sponsor any 
other publications as it deems necessary in 
the promotion of its objectives. 

Section 4: The Executive Committee 
shall be the governing body of The Society. 
It shall call regular and special meetings. 
It shall have the power to fill vacancies in 
the offices until regular elections are held. 
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Section 5: Three-fourths of the total 
membership of the Executive Committee 
shall constitute a quorum, and a majority 
vote of the members in attendance shall 
rule. 


Section 6: The Executive Committee 
may appoint an office secretary. 

Section 7: The Executive Committee may 
establish committees as it deems necessary 
to conduct the affairs of The Society. 

Section 8: The American Journal of 
Clinical Hypnosis shall function as the pub- 
lication of The Society. 


ARTICLE 5 


Section 1: The Society shall hold at least 
one meeting each year, at a time and place 
to be determined by the Executive Commit- 
tee. At each annual meeting, there shall be 
a general meeting of the membership at 
which the officers shall report to The So- 
ciety and at which any business of The So- 
ciety shall be transacted, and the presenta- 
tion of a scientific program as determined 
by the Prograrn Committee. 


ARTICLE 6 


Section 1: The Constitution may be 
amended by a two-thirds affirmative vote 
of the voting members attending the regu- 
lar annual meeting or by a mail ballot at 
the discretion of the Executive Committee. 

Section 2: Proposed amendments shall 
be mailed to the members at least thirty 
days before the meeting. 

Section 3: Amendments may be pro- 
posed by the Executive Committee or by 
petition of one-third of the voting mem- 
bers of The Society. 


ARTICLE 7 


Section 1: Local, regional, or state Sec- 
tions may be admitted to The Society when 
approved by the Executive Committee. 

Section 2: They shall elect their own 
officers and representative to the Executive 
Committee, collect whatever dues they 
deem necessary for the support of their lo- 
cal activities, and conduct any business 
which does not conflict with the policies 
and purposes of The Society. 

Section 3: All affiliated Sections shall 
have the privilege of reporting activities 
and making announcements in the Journal 
subject to approval of the editorial staff. 
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ARTICLE 8 


Section 1: Any action of a member or a 
Section which may refiect unfavorably on 
The Society in the opinion of the Executive 
Committee shall result in disciplinary ac- 
tion as decided by the Executive Commit- 
tee which may be in the form of warning, 
suspension, or expulsion of the member or 
Section. Such disciplinary action shall not 
prejudice the rights of individual members 
not concerned in the matter giving rise to 
the action. 


Section 2: Any publications or state- 
ments which may be interpreted to be a 
reflection of the attitude of The Society 
must be approved by the Executive Com- 
mittee of The Society before being issued. 


BY-LAWS 


ARTICLE 1 


Section 1: The membership of The Soci- 
ety shall consist of Fellows, Members, and 
Honorary Members. The dues shall be 
$15.00 per annum (including subscription 
to the American Journal of Clinical Hyp- 
nosis). Dues are payable in advance. A 
member whose application has been ac- 
cepted subsequent to July 1 of any year 
shall be billed $7.50 on the following Jan- 
uary 1 for his second year’s dues, in order 
to standardize the records. 


Section 2: To be eligible for member- 
ship, an applicant must have 


a) an M_D., D.D.S., D.M.D., or a Ph.D. or its 
equivalent in psychology; 


b) as an M.D., D.D.S., or D.M.D., member- 
ship in appropriate professional socie- 
ties is required; as a psychologist, mem- 
bership in the American Psychological 
Association is required; 


c) appropriate professional training and 
experience in clinical or experimental 
Hypnosis is required. 


Section 3: In order to be eligible for 
Fellowship in The Society, one shall, in ad- 
dition to member qualifications, have evi- 
denced in the opinion of the Executive 
Committee exceptional achievement in the 
use of Hypnosis in the investigative or ther- 
apeutic fields including scientific publica- 
tion. 


Elevation to Fellowship shall be made 
upon the designation and recommendation 
of the Executive Committee of The Socie- 
ty. The Executive Committee shall peri- 
odically indicate which members have be- 


come eligible for Fellowship. Members may 
qualify for Fellow at any time after being a 
member of ASCH for one year. Appoint- 
ment to Fellow can be made by direct ac- 
tion of the Executive Committee at any 
time that all requirements are met. 


Section 4: Honorary Members are mem- 
bers filling the requirements of Sections 2 
or 3, but residing outside the United States 
of America or Canada. They are exempted 
from dues, have no vote, and are not eli- 
gible for office. They may subscribe to the 
Journal on the usual subscription basis. 


Section 5: All Fellows and Members of 
The Society may vote or hold elective office 
or be appointed committee chairmen or 
committee members. 


Section 6: Decisions concerning eligibil- 
ity for membership shall be made by the 
Executive Committee. Fulfillment of all 
requirements mentioned for any class above 
does not guarantee election to membership 
if the Executive Committee deems such 
election not in the best interests of The 
Society. 


Section 7: On failure to pay annual 
dues, the privileges of membership shall be 
suspended and membership shall be termi- 
nated automatically at the end of one year. 


Section 8: As membership in The Socie- 
ty is based upon the inherent right of The 
Society to take any disciplinary action 
deemed necessary, in the event of unethical 
or unprofessional behavior of a member, 
the Executive Committee may take official 
action, which may be in the form of warn- 
ing, suspension, or expulsion from The So- 
ciety. Apnpeal of such decision may be 
made, and the defendant may request a 
hearing by a special committee appointed 
for that purpose. 


ARTICLE 2 


Section 1: The officers shall be elected 
by the membership at large by a mail bal- 
lot of the members. The term of office shall 
begin on the first day of the annual meet- 
ing following the election. Eligible for of- 
fice shall be Fellows and Members in good 
standing provided they have belonged to 
The Society for more than two years. 


Section 2: The Executive Committee 
shall appoint a Committee on Nominations 
and Elections. This Committee shall select 
names for each of the offices of President 
Elect, Vice-President, Secretary, and Treas- 
urer, assisted by the voting members. 


These names will then be placed on a ballot 
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for direct voting from the membership for 
each position to be filled. 

These ballots shall then be sent to the 
members eligible to vote not later than 
March 1 of the election year. Votes, to be 
valid, must be returned to the Chairman of 
the Committee on Nominations and Elec- 
tions by the date specified on the ballot, 
which shall be not less than 30 days from 
the date of mailing. 


Section 3: The candidates who receive 
the largest number of votes for each office 
shall be declared elected. In the case of a 
tie vote, the Chairman of the Committee of 
Nominations and Elections shall decide by 
lot between the two candidates. This shall 
be done in the presence of the Executive 
Committee or of its official delegates. 


Section 4: The newly elected officers 
shall take over the office at a formal cere- 
mony at the time of the annual meeting in 
the election year. The ballots cast and all 
pertinent material shall be deposited for 
record in the offices of the Executive Com- 
mittee. 


Section 5: The Editor of the Journal 
shall be appointed by the Executive Com- 
mittee for a term of two years. The Editor 
shall appoint Associate or Advisory Editors, 
all of whom shall be members of The So- 
ciety. Honorary members shall be eligible 
for appointment as Associate or Advisory 
Editors. 


ARTICLE 3 


Section 1: All transactions of The Socie- 
ty shall be recorded. 


Section 2: The Executive Committee 
shall meet on the call of the President or on 
the request of five of its members. 

Section 3: There shall be a Committee 


on Nominations and Elections. At least 
two-thirds of its members shall be changed 


biennially. As regards this and any other 
Committee, the Chairman shall be an ap- 
pointee of the Executive Committee, and 
he shall select his committee members with 
the approval of the Executive Committee. 


Section 4: There shall be standing Com- 
mittees as designated by the Executive 
Committee. These committees shall be sub- 
ject to change in Chairman and members at 
the time of election, or, at any time, at the 
discretion of the Executive Committee. 


ARTICLE 4 


The accounts of The Society shall be kept 
by the Treasurer. The Executive Commit- 
tee shall receive reports at specified inter- 
vals and approve budget and expenses. 
The balance shall be made public to the 
membership annually in the Treasurer’s 
fiscal report. 

The Secretary shall be concerned mainly 
with the communications of The Society 
and the maintenance of adequate records. 

The Vice-President shall concern himself 
with all duties of the Executive Committee 
not allocated explicitly or implicitly to any 
of the other members. — 

The President Elect shall serve as a mem- 
ber of the Executive Committee. 


ARTICLE 5 


Section 1: Amendments to these By- 
Laws may be proposed by any member of 


The Society. 


Section 2: The Executive Committee 
shall submit amendments to the By-Laws 
to the members by mail ballot, provided 
that such amendments have been commu- 
nicated to the membership at least 30 days 
prior to the vote on the amendment. Such 
amendments shall be adopted upon a ma- 
jority vote of the members voting. 


— 
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Arizona Society of Clinical Hypnosis 

Arkansas Society of Clinical Hypnosis 
Ark-La-Tex Society of Clinical Hypnosis 
Birmingham Society of Clinical Hypnosis 
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Chicago Society of Clinical Hypnosis 

Cleveland Society of Clinical Hypnosis 

Kansas Society of Clinical Hypnosis 

Maryland Society of Clinical Hypnosis 

Memphis Society of Clinical Hypnosis 
Metropolitan New York Society of Clinical Hypnosis 
North Carolina Society of Clinical Hypnosis 

St. Joseph Valley Society of Clinical Hypnosis 

St. Louis Society of Clinical Hypnosis 

San Diego Society of Clinical Hypnosis 

San Jose Society of Clinical Hypnosis 
Southwest Louisiana Society of Clinical Hypnosis 
Springfield (Mass.) Society of Clinical Hypnosis 
Washington (D. C.) Society of Clinical Hypnosis 


Western Pennsylvania Society of Clinical Hypnosis 
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AN INTERACTIONAL EXPLANATION OF HYPNOSIS! 


by Jay Haley, M.A., Stanford University and 
Veterans Administration Hospital, Palo Alto, California 


The only reasonable excuse for add- 
ing another theory of hypnosis to the 
many which have been proposed is an 
entirely new approach to the problem. 
Previous theoreticians have conjec- 
tured about the perceptual or physio- 
logical nature of hypnotic trance and 
the result is a literature on hypnosis 
consisting of conflicting ideas and in- 
soluble paradoxes. The various theo- 
reticians have proposed at least the 
following descriptions: of hypnotic 
trance. The trance is sleep, but it isn’t 
sleep. It is a conditioned reflex, but it 
occurs without conditioning. It is a 
transference relationship involving li- 
bidinal and submissive instinctual 
strivings, but this is because of aggres- 
sive and sadistic instinctual strivings. 
It is a state in which the person is 
hypersuggestible to another’s sugges- 
tions, but one where only auto-sugges- 
tion is effective since compliance from 
the subject is require It is a state of 
concentrated attention, but it is 
achieved by dissociation. It is a 
process of role playing, but the role is 
subjectively real. It is a neurological 
change based upon psychological sug- 
gestions, but the neurological changes 
have yet to be measured and the psy- 
chological suggestions have yet to be 


1The ideas in this paper represent the 
combined thinking of the staff of The 
Project for the Study of Schizophrenic 
Communication. The staff consists of 
Gregory Bateson, Jay Haley, John H. 
Weakland, Don D. Jackson, M.D., and Wil- 
liam F. Fry, M.D. The project is financed 
by the Josiah Macy Jr. Foundation, admin- 
istered by the Department of Anthropology 
at Stanford University, and functions at 
the Veterans Admizxistration Hospital, Palo 
Alto, California. This paper was given in 
briefer form at the First Annual Meeting of 
The American Society of Clinical Hypnosis. 
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defined. Finally, there is a trance state 
which exists separately from trance 
phenomena, such as catalepsy, halluci- 
nations, and so on, but these phenome- 
na are essential to a true trance state. 

One can wonder if a rigorous answer 
is possible to the question: Is there a 
state called “trance” which is different 
from the normal state of being 
“awake”? The “trance” state is by 
definition a subjective experience. It 
can be investigated only if the investi- 
gator examines his subjective experi- 
ences when supposedly in such a state. 
This is a most unreliable method of re- 
search, particularly when one is deal- 
ing with the slippery perceptive ex- 
periences of hypnotic trance. Whether 
or not another person is in a trance 
state cannot really be known any more 
than what another person is thinking 
can be known—or even if he is think- 
ing. We can observe the communica- 
tive behavior of a person, but we can 
only conjecture about his subjective 
experiences. A rigorous investigation 
of hypnosis must center on the com- 
mnunicative behavior of hypnotist and 

‘ance subject with, at most, careful 
. mnjecture about the internal processes 
which provoke that behavior. The the- 
ory, or descriptive explanation, of hyp- 
nosis offered here will not add to the 
current confusion about the trance 
state but will deal only with the inter- 
action between hypnotist and trance 
subject. 

Although most attempts to be “ob- 
jective” about psychological processes 
tend to ignore the most significant 
problems involved, there is decided 
merit in analyzing the manifestations 
of a subjective state instead of making 
inferences about the state itself. De- 
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bate about hypnosis has always cen- 
tered around the question of whether a 
subject is really experiencing a phe- 
nomenon or only behaving as if he is. 
Such a debate is essentially unresolv- 
able. The few crude instruments avail- 
able, such as the GSR and the EKG, in- 
dicate slight physiological changes, but 
no instrument can tell us whether a 
subject is really hallucinating or really 
experiencing an anesthesia. At most 
we can only poke him with a sharp in- 
strument in the supposedly anesthe- 
tized area or amputate a limb, as Es- 
daile did, and observe his communi- 
cative behavior. Our only data are the 
communications of the subject, the 
rest is inevitably conjecture. It would 
seem practical to begin an investiga- 
tion of hypnosis with an analysis of 
what can be seen and recorded on film 
in the hypnotic situation and thereby 
limit what needs to be inferred from 
the subject’s behavior. 


If an investigation centers on the 
process of communication between a 
hypnotist and subject, then answer- 
able questions about hypnosis can be 
posed: Is the communicative behavior 
of a supposedly hypnotized subject 
significantly different from the com- 
municative behavior of that person 
when not hypnotized? What sequen- 
ces of communication between hypno- 
tist and trance subject produce the 
communicative behavior characteristic 
of a person in trance? Answers to 
these questions will explain what is 
unique to the hypnotic relationship 
and differentiates it from all others. 
To answer such questions a system for 
describing communicative behavior is 
needed. An approach to such a system 
will be offered here with the argument 
that human interaction can be dissect- 
ed and labeled and that a particular 
kind of communication sequence is 
characteristic of the hypnotic relation- 
ship. 
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ACCEPTED GENERALIZATIONS ABOUT 
HYPNOSIS 


In the literature on hypnosis there is 
a sufficient repetition of ideas so that a 
few generalizations can be made about 
the hypnotic situation which would be 
agreed upon by most hypnotists. It is 
now generally accepted that hypnotic 
trance has something to do with a re- 
lationship between the hypnotist and 
subject. In the past it was assumed 
that trance was the result of the influ- 
ence of the planets or merely some- 
thing happening inside the subject in- 
dependently of the hypnotist. Cur- 
rently it is assumed that hypnotic phe- 
nomena result from an interpersonal 
relationship as hypnotist and trance 
subject communicate with one another 
by verbal and non-verbal behavior. It 
is also generally agreed that “trance” 
involves a focusing of attention. The 
subject does not while in trance report 
about activities outside the task de- 
fined by the hypnotist and his reports 
about the hypnotic task are in agree- 
ment with the hypnotist’s reports. In 
addition, it is assumed that the rela- 
tionship between hypnotist and subject 
is such that the hypnotist initiates 
what happens in the situation. He ini- 
tiates a sequence of messages, and the 
subject responds. The common as- 
sumption that the hypnotist must have 
“prestige” with the subject seems to 
be an agreement that the subject must 
accept the hypnotist as the person who 
will initiate ideas and suggestions. Al- 
though the subject may respond to the 
hypnotist’s messages in his own unique 
way, still by definition he is respond- 
ing and thereby acknowledging the 
hypnotist to be the one who has the 
initiative in the situation. In those in- 
stances where the subject decides the 
task, it is implicitly agreed that the 
hypnotist is letting this happen. It is 


also accepted that in every induction 
the hypnotist at some point “chal- 
lenges” the subject either explicitly or 
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implicitly to try to do something he 
has been told he cannot do. 

These few generalizations are about 
all the statements which would be ac- 
ceptable to a hypnotic investigator. 
When more specific statements are 
made, debate and dissension arise. 
However, there is one further generali- 
zation which makes explicit what is 
implicit in most techniques and theo- 
ries of trance induction, and some con- 
sideration should make it acceptable 
to most hypnotists. Hypnotic interac- 
tion progresses from “voluntary” re- 
sponses by the subject to “involuntary” 
responses. “Voluntary” responses are 
those which hypnotist and subject 
agree can be deliberately accomplished, 
such as placing the hands in the lap or 
looking at a light. “Involuntary” re- 
sponses are those which hypnotist and 
subject agree are not volitional, such 
as a feeling of tiredness, levitating a 
hand without deliberately lifting it, or 
manifesting an hallucination. Invol- 
untary responses in general consist of 
changes at the autonomic level, percep- 
tual changes, and certain motor be- 
havior. The motor aspects of trance 
are particularly obvious during a chal- 
lenge when a subject tries to bend an 
arm and cannot because of the oppo- 
sition of muscles. 

Every trance induction method 
known to this writer progresses either 
rapidly or slowly from requests for 
voluntary responses to requests for in- 
voluntary ones. This alternating se- 
quence continues even into the deep- 
est stages of trance. When the se- 
quence occurs rapidly, as in a theatri- 
cal induction, the hypnotist quickly 
asks the subject to sit down, put his 
hands on his knees, lean his head for- 
ward, and so on. Following these re- 
quests for voluntary behavior, he states 
that the subject cannot open his eyes, 
or move a hand, or bend an arm, or he 
requests similar involuntary behavior. 
In a relaxation induction the sequence 
occurs more slowly as the hypnotist 


endlessly repeats phrases about delib- 
erately relaxing the various muscles of 
the body and follows these suggestions 
with others suggesting a feeling of 
tiredness in his body or some other 
involuntary response. The most typi- 
cal hypnotic induction, the eye fixation, 
involves a request that the subject vol- 
untarily assume a certain position and 
look at a spot or at a light. This is fol- 
lowed by a request for an involuntar- 
ily heaviness of the eyelids. A “con- 
versational” trance induction proceeds 
from requests that the subject think 
about something, or notice a feeling, or 
look here and there, to suggestions that 
require a shift in the subject’s percep- 
tions or sensations. The trance state is 
usually defined as that moment of shift 
when the subject begins to follow sug- 
gestions involuntarily. Either the sub- 
ject struggles to move a hand and can- 
not because of an involuntary opposi- 
tion of muscles, or he reports a per- 
ception or feeling which he presum- 
ably could not voluntarily produce. 
Before dealing with hypnosis in more 
interactional terms the hypnotic situa- 
tion can be summarized according to 
these general statements of agreement. 
In the hypnotic situation the hypnotist 
initiates ideas or suggestions which are 
responded to by the trance subject. 
The hypnotist persuades the subject to 
follow voluntarily his suggestions and 
concentrate upon what he assigns. 
When this is done, the hypnotist re- 
quests involuntary responses from the 
subject. The progress of the hypnotic 
interaction progressively defines the 
relationship as one in which the hyp- 
notist is in control of, or initiating, 
what happens and the subject is re- 
sponding more and initiating less. 


DEFINING A TYPE OF RELATIONSHIP 


As hypnotist and subject, or any two 
people, interact, they work out what 
sort of relationship they have with 
each other. If the relationship stabi- 
lizes, the two people work out a mu- 
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tual agreement about what sort of be- 
havior is to take place between them 
and therefore what sort of relationship 
it is. This agreement is achieved “im- 
plicitly” by what they say and how 
they say it as they respond to each 
other rather than by explicit discussion 
of what sort of relationship it is. To 
describe the working out of a partic- 
ular relationship it is necessary to dif- 
ferentiate it from others and label it. 

If one took alli the possible kinds of 
communicative behavior which might 
be exchanged between two people, it 
could be roughly classified into beha- 
vior which defines a relationship as 
symmetrical and behavior which de- 
fines the relationship as complemen- 
tary. A symmetrical relationship is 
one between two people who exchange 
the same sort of behavior. Each per- 
son initiates action, criticizes the other, 
offers advice, and so on. This type of 
relationship tends to be competitive; 
if one person mentions that he has 
succeeded in some endeavor, the other 
person mentions that he has succeeded 
in some equally important endeavor. 
The people in such a relationship con- 
stantly emphasize their equality to, or 
symmetry with, the other person. 

A complementary relationship con- 
sists of one person giving and the other 
receiving rather than the two compet- 
ing as in a symmetrical relationship. 
In a complementary relationship the 
two people are of unequal status, one 
is in a superior position and the other 
is in a secondary position. A “supe- 
rior” position means that the person 
initiates action and the other follows 
that action; he offers criticism and the 
other accepts it, he offers advice and 
the other assumes he should, and so on. 
In such a relationship the two people 
tend to fit together or complement 
each other. 


This simple division of relationships 
into two types applies to all two-person 
systems. No relationship between any 
two people will consistently be of one 


type in all circumstances; usually there 
are areas of the relationship worked 
out as one type or another. Also a 
relationship may shift from basically 
one type to basically another. Such a 
shift may occur rapidly back and forth 
or it may consistently tend in one di- 
rection. When a child grows up he 
progressively shifts from a comple- 
mentary towards a symmetrical rela- 
tionship with his parents as he be- 
comes an adult. 

Each person in a relationship defines 
the relationship by what he says to the 
other and the way he qualifies what he 
says. Although every message inter- 
changed between two people will, in a 
sense, define the relationship—if only 
by expressing the idea “this is the 
kind of relationship where this sort of 
thing is said,”—still there are certain 
kinds of messages which make more of 
an issue of the sort of relationship 
than other kinds. A professor may lec- 
ture and one of his students may ask 
questions to clarify various points, but 
then the student may ask a question in 
such a way that he is implying, “I 
know as much about this as you do.” 
The professor must then re-define the 
relationship as complementary — one 
between teacher and student. The pro- 
fessor does this either by showing that 
the student doesn’t know as much as 
he does or by indicating that he doesn’t 
appreciate the tone of that question. 
At certain moments, in response to 
certain kinds of messages, the type of 
relationship is put in question. The 
kind of message that puts the relation- 
ship in question will be termed here a 
“maneuver”. In the example cited, 
the student made a symmetrical ma- 
neuver—a maneuver defining the rela- 
tionship as one between two equals. 
The professor’s reply when he puts the 
student in his place would be a com- 
plementary maneuver—a maneuver de- 
signed to define the relationship as 
complementary. Such maneuvers are 
constantly being interchanged in any 
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human relationship and tend to be 
most often used in an unstable rela- 
tionship where the two people are 
groping towards a common definition 
of their relationship. 

Maneuvers, or “relationship mes- 
sages,” tend to put the type of rela- 
tionship in question and by their na- 
ture demand a maneuver in response. 
If two people, A and B, talk about the 
weather they may be defining the rela- 
tionship as neutral and no particular 
issue is made of what sort of relation- 
ship it is. But when one or the other 
makes a maneuver, the nature of the 
relationship is immediately an issue. 
Maneuvers consist of (1) requests, 
commands, or suggestions, that another 
person do, say, think, or feel some- 
thing, and (2) comments on the oth- 
er person’s communicative behavior. 
Should A ask B to do something, then 
B is immediately posed the problem of 
whether this is the sort of relationship 
where A has the right to make that re- 
quest. B is also affected by whether 
the request was made tentatively or 
apologetically, or whether it was a 
rude command. Since the relationship 
is in question, B must either do what 
A says and accepts A’s definition of the 
relationship, or refuse to do it and 
thereby counter with a maneuver to 
define the relationship differently. He 
may, as a third possibility, do what A 
says but qualify his doing it with a 
statement that he is “permitting” A to 
get by with this and therefore he is 
doing it but not agreeing with A’s 
definition of the relationship. 

As an example, if one employee asks 
another employee of equal status to 
empty the wastebasket, this could be 
interpreted by the other as a maneu- 
ver to define the relationship as com- 
plementary or one between unequals. 
If the other raises his eyebrow, this is 
describable as a counter-maneuver 
to define the relationship as sym- 
metrical. The first employee may 
respond to that raised eyebrow by 


saying, “Well, I don’t mind doing it 
myself if you don’t want to.” In this 
way he indicates that his original re- 
quest was not a complementary ma- 
neuver but really a symmetrical one, 
since it was something one equal would 
ask of another equal. The issue was 
raised because the first employee used 
that class of message termed here a 
maneuver—he requested that the other 
person do something. Similarly if a 
person comments on another person’s 
behavior, the issue is immediately 
raised whether this is the sort of rela- 
tionship where such a comment is ap- 
propriate. If one person suggests that 
another dresses rather sloppily, the 
counter maneuver may be, “Who the 
devil are you to tell me how to dress?” 
Such a comment indicates the rela- 
tionship is symmetrical rather than 
complementary. 

A complication must be added to this 
simple schema of relationships. There 
are times when one person lets another 
person successfully use a particular 
kind of maneuver. For example, A may 
act helpless and force B to take care of 
him. Ostensibly A is in a secondary 
position in a complementary relation- 
ship since he is being taken care of. 
Yet he arranged the situation, and 
therefore he is actually on the superior 
end of a complementary relationship. 
In the same way one person may en- 
courage another to do something which 
implies that they are two equals. If A 
lets B use symmetrical maneuvers, 
then A is initiating the behavior and is 
in a complementary relationship with 
B. Whenever one person lets, or 
forces, the other to define the relation- 
ship in a certain way, he is at a higher 
level defining the relationship as com- 
plementary. 

Therefore a third type of relation- 
ship must be added to the other two 
and will be termed a meta-comple- 
mentary relationship. The person who 
establishes a meta-complementary re- 
lationship with another is controlling 
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the maneuvers of the other. He is per- 
mitting, or forcing, another person to 
make maneuvers which define the re- 
lationship in a certain way. He may 
let someone else appear in charge of 
the behavior in the relationship, but 
since he is labeling what happens as 
happening with his permission then 
he is in the superior position of a 
meta-complementary relationship. 

In summary, relationships can be 
simply divided into complementary 
and symmetrical with the type of rela- 
tionship an ongoing subject of defini- 
tion between any two people. The 
type of relationship becomes a particu- 
lar issue when one of the two peoples 
makes a maneuver, defined as a re- 
quest, command, or suggestion that 
the other person do, say, think, feel, or 
notice something, or a comment on the 
other person’s behavior. A maneuver 
provokes a series of maneuvers by 
both participants until a mutually 
agreed-upon definition of the relation- 
ship is worked out between them. 
These maneuvers involve not only 
what is said, but the meta-communi- 
cation of the two people or the way 
they qualify what they say to each 
other. A third type of relationship is 
proposed, a meta-complementary rela- 
tionship, to describe that interaction 
where one person permits or forces 
the other to use maneuvers which de- 
fine the relationship in a certain way. 
The person who acts helpless in order 
to force someone to take charge of him 
is actually in charge at a meta-comple- 
mentary level. 


THE HYPNOTIC RELATIONSHIP 


With these types of relationship as 
background, hypnotic interaction can 
be described as apparently taking 
place in a complementary relationship. 
The hypnotist suggests, and the subject 
follows his suggestions so that each 
person’s communicative behavior is 
complementary. The act of making a 
suggestion is a maneuver to define the 


relationship as complementary, and the 
act of following the suggestion is an 
acceptance of that definition of the 
relationship. 

In- hypnotic literature a suggestion 
is defined as “the presentation of an 
idea” as if a suggestion is an isolated 
unit unrelated to the relationship be- 
tween the two people. Actually the 
act of making a suggestion and the act 
of responding to one is a process which 
has been going on between the two 
people and will continue. It is a class 
of messages rather than a single mes- 
sage and is more usefully defined in 
that way. A “suggestion” is defined 
here as a maneuver: that class of mes- 
sages which make an issue of what 
type of relationship exists between the 
person who offers and the person who 
responds to the suggestion. A sug- 
gestible person is one who is willing to 
accept the interpersonal implications 
of doing what he is told. This idea is 
stated implicitly in such comments as 
“He willingly follows suggesticns.” It 
is possible to follow suggestions un- 
willingly, as well as not to follow them 
at all, but when a person willingly fol- 
lows suggestions he is accepting a com- 
plementary relationship with the per- 
son who is telling him what to do. 
There are several crucial points about 
the hypnotic interaction which differ- 
entiates it from other relationships. 


1. It has been said that certain kinds 
of messages exchanged between two 
people make an issue of what kind of 
relationship they have. The hypnotic 
relationship consists entirely of the 
interchange of this class of messages. 
The hypnotist tells the subject what to 
do with his suggestions and comments 
on the subject’s behavior. There are 
no other kinds of messages involved; 
talk about the weather is not inter- 
changed. 


2. When the hypnotist teils the sub- 
ject what to do, he is defining the rela- 
tionship as complementary. The sub- 
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ject must either accept this definition 
by responding and doing what he is 
told or respond in such a way that he 
defines the relationship as symmetri- 
cal. Some subjects are resistant, and 
every subject is resistant to some de- 
gree, and the central problem in hyp- 
notic induction is overcoming the re- 
sistance of the subject. In communi- 
cations terms “resistance” consists of 
countermaneuvers by the subject to 
define the relationship as symmetrical. 
No person will immediately and com- 
pletely accept the secondary position 
in a complementary relationship. The 
hypnotist must encourage or enforce a 
complementary relationship by coun- 
tering the subject’s counter-maneu- 
vers. Whereas in ordinary relation- 
ships between people both persons 
may initiate or respond with either 
symmetrical or complementary maneu- 
vers, in the hypnotic situation the hyp- 
notist concentrates entirely on initiat- 
ing complementary maneuvers and in- 
sisting that the subject respond in 
agreement with that definition of the 
relationship. When the subject is 
“awake,” or when the two people are 
maneuvering differently, the hypnotist 
may behave symmetrically with a sub- 
ject, but during the hypnotic relation- 
ship his efforts are devoted entirely to 
defining the relationship as comple- 
mentary. A complication will be add- 
ed to this description later, but for the 
moment let us describe the hypnotist- 
subject relationship as complementary. 

When he meets with particular kinds 
of resistance, a hypnotist may explicit- 
ly put himself in a secondary position 
with a subject while implicitly taking 
control at the meta-complementary 
level. That is, if the subject insists on 
defining the relationship as symmetri- 
cal, the hypnotist may appear to hand 
control of the relationship over to the 
subject by saying that he is only guid- 
ing the subject into trance and must 
follow the subject’s lead with whatever 
he wishes to do. Having placed him- 


self in the secondary position of a com- 
plementary relationship, the hypnotist 
then proceeds to give the subject sug- 
gestions and expect him to follow 
them, thus defining the relationship as 
complementary with himself in the 
superior position. Whenever the hyp- 
notist behaves in a symmetrical or 
secondary way, it is to take control at 
the meta-complementary level. 

3. When a subject accepts a com- 
plementary relationship, whether he 
likes it or not, it becomes possible for 
him to misinterpret messages from the 
environment, from another person, or 
from inside himself. This statement is 
conjecture, since it describes the inter- 
nal processes of an individual, yet such 
an inference seems supportable on the 
basis of the subject’s communicative 
behavior. When the hypnotist sug- 
gests an hallucination, the subject will 
misinterpret the messages from the 
environment which contradict the hal- 
lucinatory image. The same is true of 
bodily sensations, emotions, and mem- 
ories. The more the subject is unable 
to counter the meta-complementary 
maneuvers of the hypnotist, the more 
trance manifestations he is capable of 
experiencing. To describe his beha- 
vior from an interactional point of 
view, it is necessary to discuss what 
the evidence is for “involuntary” be- 
havior. 


THE INVOLUNTARY IN TERMS OF BEHAVIOR 


An attempt to bring rigor into the in- 
vestigation of hypnosis requires us to 
deal with observable behavior rather 
than to conjecture about the internal 
processes of a subject. When it is said 
above that the trance subject experi- 
ences involuntary phenomena, this 
statement is unverifiable. We cannot 
know whether or not a subject is ex- 
periencing an hallucination or various 
bodily sensations and emotions. For 
example, when a subject’s arm begins 
to levitate we might say that this is an 
involuntary phenomenon and _ there- 
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fore a manifestation of trance. As a 
hypnotic subject, we might ourselves 
experience that hand levitation and feel 
that the hand was lifting up and we 
were not lifting it, thus we would sub- 
jectively know that this was involun- 
tary. However, as investigators of 
hypnosis we cannot rely on our sub- 
jective experiences. Ideally we should 
be able to describe the processes of 
trance induction and trance phenome- 
na while observing a film of hypnotist 
and subject interacting. Confined to 
our observations of the film, we could 
not observe “involuntary” activities 
by the subject. We could only observe 
behavior which we inferred was invol- 
untary. Our problem is to describe the 
communicative behavior of a subject 
at that moment when we draw the in- 
ference that he is experiencing an in- 
voluntary trance phenomenon. 

To describe communicative behavior 
one must take into account the fact 
that people not only communicate a 
message but qualify or label that mes- 
sage to indicate how the message is to 
be received. A message may be quali- 
fied by another which affirms it, or it 
may be qualified by one which denies 
it. Thus a person can step on anoth- 
er person’s foot and qualify it with a 
statement that this was accidental or 
involuntary. Or the person may step 
on the other person’s foot and qualify 
this message with a “vicious” expres- 
sion which indicates “I’m doing this 
on purpose.” Thus a qualifying mes- 
sage may either deny or be incongru- 
ent with another message, or it may 
affirm or be congruent with the other 
message. When we observe a film of 
two people interacting and we con- 
clude that something one of them does 
is “involuntary”, we draw that conclu- 
sion from the way the person qualifies 
what he does. If we see a trance sub- 
ject levitating an arm and hear him 
say in a surprised way, “Why, my arm 
is lifting up,” we conclude that he is 
experiencing an involuntary phenome- 


na. Our conclusion is drawn from the 
fact that the subject is doing some- 
thing and denying that he is doing it. 
He may make this denial with a verbal 
comment, with a surprised expression, 
by the way he lifts the arm, by com- 
menting on itilater after he was awake, 
and soon. He may also say, “Why, my 
arm is lifting up,” and thereby deny 
that he is lifting it, but say this in an 
“insincere” tone of voice. That is, he 
qualifies the arm lifting with two state- 
ments: one says “I’m not doing it,” the 
other says, “I’m doing it.” When we 
observe this incongruence between his 
tone of voice and his statement we con- 
clude that the subject is simulating an 
arm levitation and that it isn’t really 
involuntary. Our conclusion is based 
on the fact that two incongruences are 
apparent in the ways he qualifies his 
messages: (1) He lifts his hand and 
says he didn’t, (2) he says he didn’t in 
a tone of voice which indicates he did. 
If he should express astonishment that 
his hand lifted in words, in his tone of 
voice, and in his postural communica- 
tion so that all of his messages are 
congruent with a denial that he is lift- 
ing his arm, then we say it is really an 
involuntary movement. 

Besides the fact that we detect simu- 
lation of hypnotic behavior by noting 
two incongruences in the ways the 
subject qualifies some activity, it seems 
clear that the goal of hypnotic induc- 
tion from the behavioral point of view 
is to persuade the subject to deny fully 
and completely that he is carrying out 
the activity. That is, the hypnotist 
pushes the subject towards qualifying 
his behavior with messages congruent 
with each other and which as a totality 
deny that the subject is doing what he 
is doing. When the subject behaves in 
this way, an observer reports that the 
subject is experiencing an involuntary 
phenomenon. 

As an illustration, let us suppose that 
a hypnotist wishes to induce a halluci- 
nation in a subject. After a series of 
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interactional procedures from hand 
levitation through challenges, the hyp- 
notist suggests that the subject look up 
at a bare wall and see that painting of 
an elephant there. He may do this 
abruptly, or he may suggest that the 
subject watch the painting develop 
there and later press for an acknowl- 
edgement that the painting is there. 
The subject can respond in one of sev- 
eral ways. He can look at the wall and 
say, “There is no painting there.” He 
can say, “Yes, I see the painting,” but 
qualify this statement in such a way, 
perhaps by his tone of voice, so that he 
negates his statement. In this way he 
indicates he is saying this to please the 
hypnotist. Or the subject can say there 
is a painting on the wall and qualify 
this statement congruently with his 
tone of voice, posture, and a contextual 
statement such as, “Naturally there’s 
a painting there, so what,” or “Our 
hostess has always liked elephants.” 
This latter kind of behavior would be 
considered evidence of trance. 


Characteristic of a person in trance 
is (a) a statement which is (b) incon- 
gruent with, or denies, some other 
statement, but which is (c) qualified 
by all other statements congruently. 
The subject in trance (a) reports a 
picture (b) on a bare wall, thus mak- 
ing a statement incongruent with the 
context, and (c) he affirms his state- 
ment that there is a picture on the 
wall with other verbal messages, his 
tone of voice, and body movement. As 
another example, the subject lifts his 
hand during a hand levitation and in- 
dicates that he isn’t lifting it. This 
statement, which is incongruent with 
the lifting hand, is supported or af- 
firmed by the ways he says it. If a 
subject is experiencing an anesthesia, 
he responds passively to a poke with a 
pin, thereby responding incongruently, 
and he affirms his response with con- 
gruent words and tone of voice. 

The behavior of a subject in trance 
is differentiable from the behavior of 


the subject awake by this single incon- 
gruence. A person in normal discourse 
may manifest incongruences when he 
communicates his multiple messages, 
or all of his messages may be congru- 
ent or affirm each other. The single in- 
congruence is characterized of trance 
behavior. Even though several hyp- 
notic tasks may be assigned a subject 
simultaneously, each is characterized 
by a single incongruence. 

The single incongruence of trance 
has another characteristic which dif- 
ferentiates it from incongruences in 
normal communication. This incon- 
gruence consists of a denial that he is 
responding to the hypnotist. The sub- 
ject is doing what the hypnotist sug- 
gests while denying that he is doing 
what the hypnotist suggests. If a sub- 
ject levitates a hand, he qualifies this 
with a denial that he is lifting it. When 
he does this he is indicating that he is 
merely reporting an occurrence, he 
does not qualify the lifting hand with 
an indication that it is a response to 
the hypnotist even though at that mo- 
ment the hypnotist is suggesting that 
the hand lift. Should the subject act 
like a person awake and lift the hand 
while indicating that he is lifting it, he 
would be acknowledging the hand lift- 
ing as a message to the hypnotist. By 
qualifying the Wand lifting with a de- 
nial that he is doing it, he manifests 
an incongruence which indicates that 
he is merely making a report. In the 
same way the subject merely reports 
the existence of a painting on the wall 
instead of indicating that his seeing the 
painting there is a statement to the 
hypnotist. 


To formalize the behavior of the 
trance subject, it can be said that any 
communicative behavior offered by one 
person to another can be described in 
terms of four elements: a sender, a 
message, a receiver, and a context in 
which the communication takes place. 
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In other words, any message can be 
translated into this statement: 


| am communicating something 
(a) (b) 
to you in this situation.” 


(c) (d) 


Since communicative behavior is al- 
. Ways qualified, any element in this 
message will be qualified by an affir- 
mation or a denial. In a hypnotic 
trance, the subject denies these ele- 
ments and does not affirm them. 
Trance behavior denying each element 
can be briefly listed. 


(a) Whenever he requests an “in- 
voluntary” response, the hypnotist is 
urging the subject to deny that he is 
responding or communicating some- 
thing. The first element of the state- 
ment above, “I am communicating,” is 
qualified with a denial and therefore 
changed to “It is just happening.” 

(b) The hypnotist not only urges 
the subject to deny that he is origi- 
nating a message, such as an arm levi- 
tation, he may also urge the subject to 
deny that anything is happening, i.e. 
being communicated. The subject may 
appear to be unaware that his hand is 
lifting, thus qualifying the lifting hand 
with a statement that it isn’t lifting. 
Or he may manifest a similar denial by 
manifesting amnesia. If he qualifies 
his behavior with a denial that it hap- 
pened, then nothing was communicat- 
ed. He can not only say “I didn’t lift 
my hand,” but he can say, “My hand 
didn’t lift,’ and thereby manifest an 
incongruence between his statement 
and his lifting hand. When a subject’s 
tone of voice and body movement is 
congruent with the statement that he 
doesn’t recall something, or congruent 
with the absence of a report of some 
activity during trance, then observers 
report that he is experiencing amnesia. 

(c,d) It is also possible for the sub- 
ject to deny the final elements in the 
essential message above. He may in- 


dicate that what he is doing is not a 
communication to the hypnotist in this 
situation but qualifying, or labeling, 
the hypnotist as someone else and/or 
the situation as some other. Hypnotic 
regression is manifested behaviorally 
by the subject qualifying his state- 
ments as not to the hypnotist but an- 
other person (after all if he is re- 
gressed he hasn’t met the hypnotist 
yet), perhaps a teacher, and the con- 
text as not the present one but perhaps 
a past schoolroom. When all of his 
communicative behavior is congruent 
with one of these incongruent quali- 
fications, then an observer will report 
that the subject is experiencing re- 
gression. 

In summary, a subject in trance as 
well as a person awake exhibits be- 
havior toward another person which is 
describable as the statement “I am 
communicating something to you in 
this situation.” The trance subject 
qualifies one or all the elements of this 
statement incongruently so that the 
statement is changed to “It is just hap- 
pening,” or “Nothing happened,” or 
“T am communicating to someone else 
in some other place and time.” 

The problem posec: by hypnotic in- 
duction is this: how does one person 
influence another to manifest a single 
incongruence in his communicative 
behavior so that he denies that he is 
communicating something, that some- 
thing is being communicated, or that 
it is being communicated to the hypno- 
tist in this situation? More simply, 
how is a person influenced to do what 
he is told and simultaneously deny that 
he is doing anything? 


TRANCE INDUCTION IN TERMS OF BEHAVIOR 


When hypnotic trance is seen as an 
interaction consisting of one person 
persuading another to do something 
and deny he is doing it, then it would 
seem to follow that trance induction 
must consist of requests for just that 
behavior from a subject. The hypnotist 
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must ask the subject to do something 
and at the same time tell him not to do 
it. The nature of human communica- 
tion makes it possible for the subject 
to satisfy these conflicting demands. 
He can do what the hypnotist asks, 
and at the same time qualify this ac- 
tivity with statements denying that he 
is doing it or that it is being done. 
Thus he does it, but he doesn’t do it. 

To simplify the rich and complex in- 
terchange which takes place between a 
hypnotist and subject, let us describe a 
hand levitation induction. The hypno- 
tist sits down with the subject and tells 
him to put his hand on the arm of the 
chair. He then says something like, 
“I don’t want you to move that hand, 
I just want you to notice the feelings in 
it.” After a while the hypnotist says, 
“In a moment the hand is going to be- 
gin to lift. Lifting, lifting, lifting.” If 
we could divest ourselves of theories 
and naively observe this interaction be- 
tween hypnotist and subject, it would 
be obvious to us that the hypnotist is 
saying to the subject, “Don’t lift your 
hand,” and then he is saying, “Lift 
your hand.” Since our observation is 
biased by theories of human behavior, 
we see this behavior in terms of the 
unconscious and conscious or in terms 
of autonomic processes, and so the ob- 
vious incongruence between the re- 
quests of the hypnotist is not so ob- 
vious. Yet we are faced with the in- 
evitable fact that if the subject’s hand 
lifts, he lifted it. He may deny it, but 
no one else lifted that hand. 

There are only two possible re- 
sponses by a subject to a request that 
he lift his hand and not lift it. He can 
refuse to do anything and thereby an- 
tagonize the hypnotist and end the 
trance session. He can lift his hand 
and simultaneously deny that he is 
lifting it, or conceivably that it is lift- 


ing.? A third possibility would be for 
him to lift it and say he did, and then 
the hypnotist would say, “But I told 
you not to lift it,” and the procedure 
would begin again. 


Every trance induction method in- 
volves this kind of contradictory re- 
quest. Indeed whenever one requests 
“involuntary” behavior from another 
person he is inevitably requesting that 
the subject do something and simul- 
taneously requesting that he not do it. 
This is what “involuntary” means. 


Not only is the double-level request 
apparent in trance induction, but dur- 
ing the process of deepening the trance 
it becomes even more obvious. At some 
time or other in hypnotic interaction 
the hypnotist tests or challenges the 
subject. These challenges are all for- 
mally the same: the hypnotist asks the 
subject to do something and simulta- 
neously asks him not to do it. The 
most common is the eye closure chal- 
lenge. The hypnotist asks the subject 
to squeeze his eyes tightly closed dur- 
ing a count of three, and at the count 
of three the subject is asked to try to 
open his eyes. He is told that the 
harder he tries to open them the more 
tightly they will remain closed. Once 
again the request “Open your eyes” is 
qualified by the statement “Keep your 
eyes closed.” Essentially the subject is 
told, “Obey this suggestion,” and then 
he is told, “Don’t obey my suggestions.” 
When the test is successful and the 
subject keeps his eyes closed, he is said 
to be “involuntarily” unable to open 
them. Observing his behavior we 
would say he is keeping his eyes closed 
and qualifying this behavior with the 
statement that he is not keeping them 
closed. 


2 The use of the term “denial” here does 
not imply that the subject is calculatedly 
denying that he is lifting his hand. He may 
subjectively be certain that the hand is lift- 
ing itself. The emphasis here is on his 
behavior. 
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The Double Bind 

This double level request which the 
hypnotist poses can be 
“double bind” and its characteristics 
can be described. A “double bind” is 
present when one person communi- 
cates a message and qualifies that mes- 
sage with an incongruent message in a 
situation where the other person must 
respond to these contradictory mes- 
sages, cannot leave the field, and can- 
not comment on the contradiction (1). 
The hypnotic situation not only con- 
tains double-level requests by the hyp- 
notist, but also the other two elements; 
the subject cannot comment on the 
contradiction or leave the field. It is 
difficult for the subject to leave the 
field because he has usually requested 
a trance to begin with. Most hypnosis 
is done with voluntary subjects. It is 
also difficult for the subject to com- 
ment on the incongruence in the hyp- 
notist’s suggestions because of the hyp- 
notist’s approach. If a subject is asked 
to concentrate on his hand and com- 
ments on this suggestion by asking 
why he should, he is usually informed 
that he does not need to inquire why 
but should merely follow suggestions. 
The behavior of the hypnotist rather 
effectively prevents the subject from 
engaging in conversation about the 
hypnotist’s behavior. 

As an illustration of an obvious 
double bind during a hypnotic induc- 
tion, a resistant subject once said to 
Milton Erickson, “You may be able to 
hypnotize other people, but you can’t 
hypnotize me!” Erickson invited the 
subject to the lecture platform, asked 
him to sit down, and then said to him, 
“IT want you to stay awake, wider and 
wider awake, wider and wider awake.” 
The subject promptly went into a deep 
trance. The subject was faced with a 
double level message: “Come up here 
and go into a trance,” and “Stay 
awake.” He knew that if he followed 
Erickson’s suggestions, he would go 
into a trance. Therefore he was de- 


labeled a 


termined not to follow his suggestions 
Yet if he refused to follow the sugges- 
tion to stay awake, he would go into a 
trance. Thus he was caught in a doub- 
le bind. Note that these were not 
merely two contradictory messages, 
they were two contradictory levels of 
message. The statement “Stay awake” 
was qualified by, or framed by, the 
message “Come up here and go into a 
trance.” Since one message was quali- 
fied by another they were of different 
levels of message. Such conflicting 
levels of message may occur when 
verbal statement, tone of voice, body 
movement, or the contextual situation, 
qualify each other incongruently. A 
double level message may occur in a 
single statement. For example, if one 
person says to another, “Disobey me,” 
the other person is faced with an in- 
congruent set of messages and can 
neither obey nor disobey. If he obeys, 
he is disobeying, and if he disobeys, 
he is obeying. The statement “Dis- 
obey me” contains a qualification of 
itself and can be translated into “Don’t 
obey my commands,” and the simul- 
taneous qualifying statement, “Don’t 
obey my command to not obey my 
commands.” A hypnotic challenge con- 
sists of this type of request. 

When the hypnotist presents incon- 
gruent messages to the subject, the 
subject can only respond satisfactorily 
with incongruent messages. The pecu- 
liar kinds of behavior exhibited by a 
hypnotic subject are reciprocals to the 
hypnotist’s requests. As an illustra- 
tion, we can diagram hypnotic inter- 
action in this way. 


B D 
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The letter A represents the hypno- 
tist’s statement, “Keep your eyes open 
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ind stare at this point.” This state- 
ment is qualified by B, “Your eyelid 
will close.” The subject cannot re- 
pond satisfactorily if he responds to 
A and keeps his eyes open. Nor can 


he respond satisfactorily by respond 
ing to B and closing them. He can 
only respond with incongruent mes- 
sages when asked to close his eyes and 
not close them. He must close them, 
C, and qualify this closing with a de- 
nial that he did it, D. 

Should the subject respond to only 
A or B, and thereby respond congru- 
ently, the hypnotist is likely to point 
out to him that he isn’t cooperating 
and begin again. More clever hypno- 
tists will handle a congruent response 
in other ways. For example, if a sub- 
ject should stubbornly keep his eyes 
open, thus responding only to A, the 
hypnotist might suggest that he hold 
them open as long as he can, no 
matter how much of an effort this is. 
In this way he ultimately produces the 
eye closure and accepts the weariness 
as an “involuntary” response. 

Essentially the hypnotist is saying 
to the subject, “Do as I say, but don’t 
do as I say,” and the subject is re- 
sponding with, “I’m doing what you 
say, but ’m not doing what you say.” 
Since human beings can communicate 
at two levels, this type of interaction 
becomes possible. 


THE HYPNOTIC RELATIONSHIP 


The relationship between hypnotist 
and subject was previously described 
as the enforcement of a complementary 
relationship by the hypnotist. When 
the subject responds to the hypnotist’s 
messages rather than initiating his 
own, he is joining the hypnotist in a 
mutual definition of the relationship as 
complementary. When the subject 
“resists”, he is opposing the hypnotist’s 
complementary maneuvers with coun- 
ter-maneuvers. Characteristically these 
define the relationship with the hypno- 
tist as symmetrical—one between 


equals —rather than complementary 
The hypnotist counters these maneu- 
vers with maneuvers of his own which 
define the relationship a 
tary. He may, for 
subject to resist him 


mplemen 
example, ask the 
In this 
symmetrical maneuver is 
complementary. It becomes behavior 
requested, and therefore to respond 
symmetrically is to do as the hypnotist 
says and so behave as one does in a 
complementary relationship. This “top- 
ping” or countering the maneuvers of 
the subject was described as essential- 
ly an attempt by the hypnotist to win 
control of what sort of relationship he 
and the subject are in. 

The particular maneuver of the hyp- 
notist, the double bind, makes it im- 
possible for the subject to counter with 
a maneuver which defines the rela- 
tionship as symmetrical. If one is 
asked to do something and simulta- 
neously asked not to do it, one cannot 
refuse to follow suggestions. If the 
subject responds or if he does not re- 
spond he is doing what the hypnotist 
requests and when one does what an- 
other requests, he is in a complement- 
ary relationship. The subject can only 
behave symmetrically by commenting 
on the contradiction or leaving the field 
and ending the relationship. If he 
leaves the field, the relationship is 
ended. If he comments on the hypno- 
tist’s statements and thereby behaves 
in a symmetrical way, he is likely to 
meet a counter-maneuver which en- 
forces a complementary relationship. 
The hypnotist may, for example, sug- 
gest that he comment on his behavior, 
thereby stepping to the meta-comple- 
mentary level and defining the com- 
ments as responses to his suggestions. 
Then, if the subject comments, he is 
doing what he is told and therefore 
defining the relationship as comple- 
mentary. 

A complication must be added to this 
description of hypnosis. To say that 
the hypnotist imposes a complement- 
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ary relationship and the subject in 
trance is agreeing to this definition is 
to leave hypnosis undifferentiated from 
other types of relationship. Conceiv- 
ably there are many other situations in 
which one person tells another what to 
do and the other willingly does what 
he is told so that they mutually define 
the relationship as complementary. 
Yet in these other situations traice be- 
havior is not apparent. The person do- 
ing what he is told does not manifest 
denials that he is doing so. It seems 
apparent that trance behavior is not 
explained by saying that the subject 
and hypnotist behave in those ways 
which define their relationship as com- 
plementary. The complication is this: 
the hypnotist not only prevents the 
subject from behaving in symmetrical 
ways, thus forcing him to behave in 
complementary ways, but he prevents 
the subject from behaving in comple- 
mentary ways as well. 

If the subject resists the hypnotist, 
thus behaving in a symmetrical way, 
the hypnotist may ask him to resist, 
thus forcing him to behave in a com- 
plementary way. However, if the sub- 
ject behaves in a complementary way 
and follows suggestions willingly, the 
hypnotist then asks him to behave 
symmetrically. He asks the subject to 
refuse to follow his suggestions. Es- 
sentially a challenge is a request that 
the subject resist the hypnotist, since 
the subject is asked to do something 
the hypnotist has told him not to do. 
Actually the double bind prevents 
both complementary and symmetrical 
behavior. Just as one cannot refuse 
to respond to a double bind and is 
thereby prevented from behaving sym- 
metrically, one cannot behave in a 
complementary way by responding be- 
cause he is also being told not to re- 
spond. The subject is also prevented 
from achieving the third type of re- 
lationship, the meta-complementary. 
Conceivably he could let the hypnotist 
tell him what to do and in this sense 


be labeling what the hypnotist does as 
done with his permission. However, 
when he behaves in this way, the hyp- 
notist requests that he try to prevent 
himself from doing what the hypnotist 
asks and acknowledge that he can’t. 
The challenge forces him to abandon 
meta-complementary behavior. Which- 
ever way the subject tries to define his 
relationship with the hypnotist, he 
finds the hypnotist refusing to accept 
that type of relationship. 

The hypothesis offered here seems to 
have reached an impasse at this point. 
It was said earlier that all behavior of 
a person defines his type of relation- 
ship with another and it was then said 
that all relationships can be classified 
as either symmetrical, complementary, 
or meta-complementary. Now it is 
said that the trance subject’s behavior 
does not define the relationship in any 
of these ways. A way out of this im- 
passe is possible when it is seen that 
the subject is not behaving. All of his 
behavior is labeled as not his behavior, 
and so he cannot be indicating what 
sort of relationship he is in. The goal 
of the hypnotist is precisely this: to 
prevent the subject from controlling 
what sort of relationship they have. 
He prevents the subject from defining 
the relationship as symmetrical, com- 
plementary, or meta-complementary 
by inducing him to negate or deny that 
behavior which would define the rela- 
tionship. If Mr. A is responding to 
Mr. B, the very existence of that re- 
sponse defines the relationship as com- 
plementary. However, if Mr. A re- 
sponds to Mr. B and denies that he is 
responding, then his response is not de- 
fining his relationship. The behavior 
of the subject in trance does not define 
a particular kind of relationship but 
indicates that the subject is not defin- 
ing the relationship at all. The control 
of what sort of relationship it is rests 
with the hypnotist, and this differen- 
tiates the hypnotic relationship from 
all others. 
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To clarify and differentiate the hyp- 
notic relationship from others, a dia- 
gram can be drawn which represents 
any relationship. When any two peo- 
ple meet for the first time and begin to 
interact with each other all sorts of 
messages are potentially possible be- 
tween them. They may interchange 
insults, compliments, sexual passes, re- 
jecting statements, violent blows, and 
so on. All of these potential kinds of 
interaction are represented in Figure 1 
by X’s. As the two people interact, 
they work out between them what sort 
of behavior, or what sort of messages, 
are to take place between them. They 
agree that certain messages are not to 
occur in this relationship and that oth- 
er kinds are to be included. Thus they 
draw a line differentiating what is to 
take place in this particular relation- 
ship and what is not. This is repre- 
sented by the line in the diagram 
which includes some X’s and excludes 
others. For example, if Mr. A criti- 
cizes Mr. B, thereby placing\ criticism 
from him within the frame of the rela- 
tionship, Mr. B may say “I won’t take 
criticism from you,” thereby excluding 
it from the relationship. If Mr. A 
agrees to this, then criticism by him is 
outside the line rather than in it. Hu- 
man interaction consists of mutual be- 
havior which indicates where this line 
is to be drawn. 


All the items of behavior, or mes- 
Sages, interchanges by two people can 
be classified as behavior which defines 
the relationship as symmetrical or be- 


S-S 


FIGURE 1 


S-S 58-5 


FIGURE 2 


havior which defines it as complement- 
ary. Thus an X in Figure 1 becomes a 
member of the class “complementary” 
or the class “symmetrical.” A criti- 
cism by Mr. A indicates a comple- 
mentary relationship, and Mr. B’s re- 
fusal to accept it indicates a symmet- 
rical relationship. In this way the two 
people work out what sort of relation- 
ship it is, complementary or symmet- 
rical, by what sort of behavior they 
agree shall be included within the re- 
lationship. Figure 2 represents a hy- 
pothetically extreme complementary 
relationship. 

Any two people interacting are con- 
stantly working out what sort of be- 
havior is to take place in the relation- 
ship. However, they are working out 
a higher level problem: who is to de- 
cide, or control, what sort of behavior 
is to take place. As they behave with 
each other, each message by the fact 
of its existence implies that it belongs 
in the relationship. At the same time 
each message is qualified by other 
messages which indicate such ideas as 
“This message belongs in our relation- 
ship,” or “Does this message belong in 
our relationship?” or “This message 
belongs in our relationship whether 
you like it or not.” Implicit in these 
qualifying messages is an attempt to 
work out who is to decide what mes- 
sage, or type of behavior, is to take 
place in this relationship. In a normal 
relationship this deciding is shared. A 
offers a message, B counters with one 
of his own, and each indicates that he 


FIGURE 3 
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is deciding what behavior is to take 
place and therefore what sort of rela- 
tionship it is. 

What differentiates the hypnotic re- 
lationship from others is the mutual 
agreement which is worked out that 
the hypnotist is to control what sort of 
behavior is to take place. All behavior 
from the subject is either initiated by 
the hypnotist, or if the subject does 
initiate some behavior it is labeled as 
not being initiated by him. To avoid 
controlling what sort of behavior is to 
take place, the subject must qualify 
what he does with denials that he is 
doing it, that it is being done, or that 
it is being done in this place and time. 
Thus at the qualifying level he is be- 
having in those ways which avoid de- 
fining the relationship by avoiding the 
implication that his behavior is done 
in relationship to the hypnotist. The 
hypnotist takes control not only of the 
behavior which takes place but of the 
qualifications of that behavior. A dia- 
gram of the hypnotic relationship 
would look like Figure 3. 

By placing whatever happens in the 
relationship within a meta-comple- 
mentary frame, the outer circle in the 
diagram, the hypnotist completely con- 
trols what sort of behavior is to take 
place and therefore where the rela- 
tionship line is to be drawn. The trance 
is successful when the subject com- 
municates the messages requested by 
the hypnotist, qualifies those messages 
with denials that he is communicating 
them and therefore denies that he is 
defining the relationship, and thereby 
acknowledges that the hypnotist is in 
control of the definition of the rela- 
tionship. This is, of course, a state- 
ment about a hypothetically ideal hyp- 
notic relationship. In practice no sub- 
ject will let a hypnotist take complete 
control of the relationship. 

When the hypnotic subject avoids 
defining his relationship with the hyp- 
notist, he appears to experience a va- 
riety of subjective experiences at the 


perceptual and somatic level. His per- 
ception of himself, the world, time and 
space, and the behavior of other people 
undergoes distortions which seem to 
occur outside of his control and often 
outside of his awareness. This paper 
has not dealt with the nature or extent 
of these presumed distortions but rath- 
er an attempt has been made to de- 
scribe the interpersonal context in 
which they occur. Such an attempt 
has relevance outside the field of hyp- 
nosis. Many types of psychopathology 
are characterized by intrapsychic dis- 
tortions so similar to those which oc- 
cur in hypnotic trance that hypnotic 
subjects are often used to demonstrate 
psychiatric symptoms. If less empha- 
sis is put upon the intrapsychic pro- 
cesses of patients and more on their 
behavior within a relationship, it is 
conceivable that a descriptive system 
can be developed which will classify 
the interpersonal situations which pro- 
voke many clinical symptoms. Al- 
though the hypnotic relationship is a 
unique type, the peculiar kinds of 
communication sequences which occur 
between hypnotist and subject may be 
found outside the hypnotic situation in 
the personal relationships of individ- 
uals. Presumably when more exact 
descriptions of human interaction are 
developed, the interpersonal situations 
which provoke intrapsychic disturb- 
ances will be better understood. 


SUMMARY 


An interactional description of the 
hypnotic situation has been presented 
with special emphasis on the relation- 
ship between hypnotist and subject as 
they communicate with one another. 
The communicative behavior of hypno- 
tist and subject was described in terms 
of the ways they behave and the ways 
they qualify that behavior. These two 
levels of communication function to 
gether to define the sort of relation- 
ship they have with each other. It was 
suggested that the hypnotist communi 
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cates two contradictory levels of mes- 
sage to the subject in a situation where 
the subject must respond, cannot com- 
ment on the contradictory requests, 
and cannot leave the field. This doub- 
le level communication of the hypno- 
tist was termed a “double bind.” In- 
duction techniques and “challenges” 
were described as requests that the 
subject do something and simultaneous 
requests that he not do them. The re- 
sponse of the subject is to do them and 
deny he is doing them and thereby 
manifest “involuntary” or trance be- 
havior. The “involuntary” was defined 
as actions by the subject qualified by 
statements that the subject did not 
make those actions. His qualifying 
statements consists of statements that 


he did not do something, that some- 
thing was not done, that it was not 
done for the hypnotist, or that it was 
not done in this time and place. The 
hypnotic relationship was classified as 
meta-complementary within a frame- 
work of three possible types of rela- 
tionship. It was argued that trance 
behavior takes place when the hypno- 
tist controls what sort of relationship 
he has with the subject and the subject 
cannot indicate what sort of relation- 
ship it is. The perceptual and somatic 
experiences of the hypnotic subject 
were considered a product of this kind 
of relationship with the emphasis on 
the interaction, which is observable, 
rather than on the subjective experi- 
ences of the subject, which are con- 
jecture. 
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SOME POINTS REGARDING HYPNOSIS IN DENTISTRY? 


by Galina Solovey, M.D., and Anatol Milechnin, M.D., Montevideo, Uruguay 


Hypnotism does not constitute an 
anomaly of behavior, but an integral 
part of the human being’s normal psy- 
chological life, from birth till death (1). 

The hypnotic state may be described 
as an emotional condition (2, 3) that 
may have a great diversity of nuances, 
such as serenity, satisfaction, fear, 
anger. 

The science of hypnotism deals with 
the psychophysiological condition of a 
person under any emotional state that 
exceeds a certain level of intensity. 
Thus understood, this science may be 
applied not only to man, but also to 
all animals that reveal emotional reac- 
tions (4). 

Emotional life is governed by a com- 
plex interaction between the sensory 
organs that are reached by external 
stimuli, the cerebral cortex, the sub- 
cortical nervous centers, especially the 
hypothalamic, the vegetative nervous 
system, the ductless glands, and the 
viscera (5). 

There are two fundamental groups 
of emotions, each with a great variety 
of nuances, that differ in the psycho- 
physiological effects they produce in 
the organism, namely, stabilizing emo- 
tions and disturbing emotions (6). Sta- 
bilizing emotions affect the parasym- 
| pathetic system, causing restitution of 
| energy, regularization of visceral func- 
| tions, and activation of nutrition (7). 
Disturbing emotions affect the sympa- 
thetic system, bringing about tension, 
altering the visceral functioning, and 
inciting toward muscular activity with 
mobilization of strength and resources 


(7). 


1Lecture to the Sociedad Argentina de 
Hipnodoncia, delivered at its inaugural ses- 
sion for the year 1958 on April 8, 1958. 
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An illustrative example of the differ- 
ence in the effects produced by both 
types of emotion in the organism is 
found in the bleeding after dental ex- 
traction. If the hypnotic state is in- 
duced by a procedure that causes tran- 
quillity and relaxation, the loss of 
blood is insignificant, regardless of the 
suggestions in this respect. But if the 
hypnotic state is induced by an author- 
itarian procedure, which causes a state 
of tension, and this tension is not 
turned later to relaxation, a fairly 
abundant bleeding ensues. 


We carried out an experiment with 
the collaboration of Dr. Einstein, who 
performed the dental work. A patient 
who could achieve an excellent anal- 
gesia through relaxation had a molar 
extracted with practically no loss of 
blood, although no suggestion had been 
given with reference to the bleeding. 


We then told the patient that, in 
order to prevent possible infection, it 
was desirable that he should allow the 
blood to flow out freely. This he could 
do by becoming more and more re- 
laxed. He had to be calm, very re- 
laxed, and not make any attempt to 
stop the bleeding. But not a drop of 
blood appeared. 


After this, we declared with some 
vehemence that it was enough, that he 
had already lost the necessary amount 
of blood, that he should arrest the flow 
of blood that was becoming excessive, 
otherwise it might be detrimental to 
his health, he must tense all his mus- 
cles in an effort to check the bleeding. 
Precisely at this moment, we saw that 
the patient had become tense, that his 
breathing was rapid and that the cav- 
ity was bleeding. 

This shows clearly that the loss of 


|_| 
\ 


60 SOLOVEY AND MILECHNIN 


blood from small vessels does not de- 
pend on the suggestions that are given, 
and may even oppose these sugges- 
tions, being related only to the per- 
son’s emotional condition. In an emo- 
tional state of tranquillity and relaxa- 
tion, little or no blood is lost; in a state 
of tension, the loss of blood increases 
(8, 9). 

Intense emotional states are mobile. 
They may easily change not only from 
one emotional nuance to another, but 
even from stabilizing to disturbing 
emotions and vice versa. This trans- 
formation entails the corresponding 
change in the effect caused by the emo- 
tional condition on the vegetative ner- 
vous system and the resulting psycho- 
physiological changes. Such an emo- 
tional lability is very evident in the 
deliberately induced hypnotic state. 

The same stimulus may elicit either 
stabilizing or disturbing emotions, ac- 
cording to the circumstances under 
which it affects the person. Thus, as a 
classical example, the caresses provid- 
ed to an individual when he needs 
them bring about an emotion-stabiliz- 
ing effect, mediated through the para- 
sympathetic system. But a _ similar 
stimulus of caresses, lavished on an 
over-protected individual becomes irri- 
tating, acting through the sympathetic 
system, whereas an opportune authori- 
tarian attitude may cause emotional 
stabilization in such people. 

* * * * 


As the intensity of the emoiional 
state increases, certain changes take 
place in the person’s psychophysiologi- 
cal capacities. The intensification of 
an emotional state may bring about, ac- 
cording to the person’s characteristics, 
a decrease in the critical functions, a 
tendency to confuse one’s own thoughts 
with external reality, an increased in- 
fluence of the psyche over the somatic 
functions, or an increase or a decrease 
in memory. 

These psychophysiological peculiari- 


ties of an individual under an intense 
emotional state make possible certain 
phenomena of behavior, such as the ac- 
ceptance of bizarre suggestions, hallu- 
cinations, catalepsy, anesthesia, and 
varied visceral changes of psychic ori- 
gin. All these phenomena may appear 
spontaneously in intense emotional 
states found in everyday life under va- 
rious circumstances. Thus, nobody is 
surprised to find that an intensely 
frightened person may be insensitive 
to pain or have visual or auditory hal- 
lucinations, a mobilization of unsus- 
pected strength, a total or partial am- 
nesia for the terrifying situation, or 
remain “petrified” in a cataleptic con- 
dition. 

Similar phenomena may be found in 
intense joy, violent rage, in the 
psychophysiological reactions brought 
about by the responses of self-preser- 
vation or protection of the young, in 
the emotional behavior of multitudes, 
in ritualistic activities, and so forth. 

It is easy to understand a disturbing 
emotion, such as fear, which rises to a 
very high level of intensity with the 
consequent psychophysiological effects, 
even leading to a loss of consciousness 
with weakening of the pulse and a fall 
in blood pressure. But, on the other 
hand, it is difficult to conceive a sta- 
bilizing emotional state, for example, 
of serenity, satisfaction, tranquillity, 
carried to an extreme degree of inten- 
sity. This is nothing else than a stu- 
porous hypnotic state, characterized by 
a marked reduction or even abolish- 
ment of the person’s contact with the 
external world, a decrease in sensitiv- 
ity (that is, spontaneous anesthesia), 
diffuse visual or auditory perceptions, 
immobility with incapacity to make 
the required movements, and a de- 
pression of the vital function, which 
may reach the so-called “suspended 
animation” (4). 

In sufficiently intense stabilizing 
emotional states, the various behavior 
phenomena do not usually appear 
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spontaneously, as in disturbing emo- 
tions, but are present in a latent state 
and may be made manifest by approp- 
riate suggestions. 

Naturally, suggestion is not a force 
that creates hypnotic phenomena, but 
a mere “litmus paper” (8) that simply 
reveals the psychophysiological quali- 
ties and capacities of the organism, re- 
sulting from the level of intensity of 
the emotional condition, regardless as 
to whether it is a spontaneous or a 
deliberately induced emotional state. 

The possibility of presenting some 
hypnotic phenomenon or other does 
not depend so much on the depth of 
the hypnotic state as on the individual 
peculiarities of the subject (10). 

Thus, for example, many people 
achieve analgesia in a light hypnotic 
state, while others attain it in the 
somnambulistic condition, and _ still 
others cannot attain it till they have 
reached the stuporous state, in which 
analgesia may come about spontane- 
ously as an integral part of this psy- 
chophysiological condition, without re- 
quiring any specific suggestion. Anal- 
gesia is, to a certain degree, a special 
phenomenon, since the majority of 
hypnotic phenomena, such as amnesia, 
various hallucinations, etc., cannot be 
obtained solely by the increase in hyp- 
notic depth, if the subject does not 
have certain psychophysiological char- 
acteristics of his own. This being the 
case, all suggestions directed to the 
attainment of these phenomena are 
ineffective. 

Many attempts have been made to 
establish scales for the measurement 
of hypnotic depth, that is, emotional 
intensity, on the basis of a supposed 
regularity in the succession with which 
various behavior phenomena appear. 

Since there is no such regular suc- 
cession of hypnotic phenomena, and 
some people may not achieve one or 
another phenomena under any circum- 
stances whatever, these scales are of 
no validity for the determination of 


the intensity of the hypnotic emotional 
state (11). If, in the best of cases, they 
may give a roughly approximate idea 
of the intensity of the hypnotic emo- 
tional state in adults, when applied to 
children they do not even perform this 
service. 

We find it more adequate to appre- 
ciate grossly the intensity of the hyp- 
notic emotional state, not by the phe- 
nomena which the subject achieves, 
but by the external aspect of the per- 
son when carrying out these phenom- 
ena. On this basis, we distinguish three 
schematic phases of intensity (4) in 
the hypnotic emotional state of the 
stabilizing type. Of course, each of 
these fundamental phases may, in its 
turn, be subdivided from different 
viewpoints. 


In the first phase, the external aspect 
of the person does not differ from the 
one he has in daily life, although the 
subject may present one or another 
behavior phenomenon spontaneously 
or after having received appropriate 
suggestions. Such a phenomenon may 
be anesthesia, some hallucination, cer- 
tain psychosomatic effects, etc. This 
is observed very characteristically in 
children and in the hysterical type of 
personality (4, 7). 

In the second phase, which some au- 
thors call a somnambulistic hypnotic 
state, it becomes evident that the sub- 
ject is not in the usual waking condi- 
tion. There is a peculiar retardation 
and slowness in the person’s speech, as 
well as in the movements he carries 
out at the operator’s suggestions. The 
pulse and respiration rates may be 
reduced. 


The third phase corresponds to the 
stuporous state which, because of its 
peculiar psychophysiological character- 
istics, impedes both speech and move- 
ments (12). 

For hypnodontic purposes, we are 
particularly interested in the zone of 
intensity of the hypnotic emotional 
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state bordering on the first and second 
phases. 

According to data of several authors, 
like Moss (13), Burgess (14), Rosen 
(15), and others, such a level of inten- 
sity is achieved in the course of five to 
ten minutes in 80% of the dental pa- 
tients. Complete analgesia may be ob- 
tained, as these same authors declare, 
in 15 to 50% of the patients. 


* * * * * 


The manner of inducing the hypnotic 
state in a consulting-room requires 
special attention, since it is necessary 
to proceed with the dignity that is ap- 
propriate to this environment and to 
avoid all that appears extravagant, 
dramatic and remindful of theaters and 
circuses (16, 17, 18), these being only a 
superfluous decoration in the induction 
process. Since the general public still 
has multiple prejudices in connection 
with hypnotism, it is preferable not to 
employ this word in front of the pa- 
tients (16, 19, 20). 

In the first place, the word “hypno- 
tism”, which derives from “hypnos” 
meaning sleep, has lost its etymological 
meaning, just as the word “hysteria” 
is no longer understood in its original 
sense, relating to abnormalities in the 
womb. 

Quite often, “hypnotism” has conno- 
tations with something mysterious, 
that may cause fears, superstitious in- 
terpretations, and resistances on the 
basis of ideas incorporated by a person. 
The professional might have to lose 
much time explaining to the patient 
that “hypnotism” is not precisely what 
the latter thinks it to be. 

Furthermore, the procedure of hyp- 
notic induction by means of relaxation 
is quite different from what some peo- 
ple expect a “hypnotist” to do. These 
people may remain in a state of expec- 
tation that will make it difficult for 
them to relax. 


Even the name of the American So- 
ciety of Psychosomatic Dentistry seems 


to indicate a deliberate avoidance of 
the term “hypnotism.” 

In relation to this, some dentists de- 
scribe hypnosis as a “psychosomatic 
sleep” (21). We believe that this ex- 
planation is not completely satisfac- 
tory, since it introduces an idea that is 
new and, to most patients, incompre- 
hensible. 

The most adequate explanation of 
hypnotic induction must have refer- 
ence to some notion familiar to every- 
body. This notion must bring forth 
associations with something that is ac- 
ceptable, sure, simple, and not dan- 
gerous. It must not demand a lengthy 
explanation, but only a brief comment 
on some technical details, to achieve 
the patients’ full collaboration, and it 
must permit the professional to justify 
easily any failures in achieving hyp- 
notice induction or analgesia. 

It seems to us that these conditions 
are fulfilled by telling the patient that 
the procedure which will be used to 
make dental work painless is analogous 
to the one employed for childbirth 
without pain, that is, a process of re- 
laxation. The patient will find it easy 
to associate dental analgesia with the 
widely popularized obstetrical analge- 
sia, nowadays known to practically all 
social classes. One of the pioneers of 
hypnodontia in the U.S.A., Dr. Jules 
Weinstein (22), has already suggested 
that such an explanation may be given. 

As a matter of fact, this does not in- 
volve any deceit, since both the method 
of “childbirth without pain” (or “with- 
out fear”) advocated by Dick-Read 
(23), and the “psychoprophylactic pre- 
paration for painless childbirth” used 
in the Soviet Union (24, 25) consist es- 
sentially in training the pregnant wo- 
man to achieve relaxation. If all su- 


perfluous suggestions are eliminated 
(such as those referring to heaviness 
of eyelids, sleep, exclusive obedience 
of the operator’s orders, etc.) only the 
interpersonal relationship and the re- 
laxation are left. These are precisely 
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the common factors in the procedures 
that attain analgesia for childbirth or 
dental work or have psychotherapeutic 
effects (26, 27). 

In some very special cases, particu- 
larly in over-protected children, it may 
be necessary to resort to authoritarian 
procedures for hypnodontic purposes. 

When patients require psychother- 
apy for certain psychogenic processes 
of the periodontal tissues,” or for a bet- 
ter tolerance of dentures, the explana- 
tion of the relaxation procedure may 
include reference to Schultz’ “auto- 
genic training”, well known in Europe, 
which consists in a progressive relaxa- 
tion of different parts of the body, ap- 
plicable to the treatment of varied 
psychosomatic disorders. 


Schultz (28) himself has recognized 
that his procedure is nothing else but 
an induction of the hypnotic state. 
Such an admission is somewhat unus- 
ual, since relaxation procedures are 
mostly given any explanation except 
the one that relates them to hypnosis, 
usually stressing secondary or even 
superfluous factors. (In Dick-Read’s 
procedure of painless childbirth, suc- 
cess is considered to be due to the 
woman’s understanding of the physio- 
logical process of parturition. Yet this 
theory does not explain why women 
doctors suffer during delivery although 
they are very well acquainted with the 
mechanism of childbirth). 

x * * * 


Hypnotic induction, if it may be so 
called, consists in stimulating the per- 
son to increase the intensity of any 
emotional state (5). In fact, the term 
“hypnotic induction” is inadequate, 


*A study of the “Neuropathologic Mani- 
festations of Oral Tissue” by Mellars and 
Herms (29) indicates that the fluctuations 
of bleeding of gums coincide with fluc- 
tuations of emotions. These authors found 
that excited patients had bleeding, exudate, 
and hypertrophy of gums, while depressed 
patients had recessive pale gingiva and 
loose teeth. 


since Bernheim (30) already indicated 
that the hypnotic state is not brought 
about by external forces, but is devel- 
oped within the subject himself. Er- 
ickson (31) has compared it very 
graphically to the vital process that 
develops within the egg, stimulated by 
the warmth of an incubator. 

From a historical perspective, the 
procedures for intensification of cer- 
tain emotional states have varied ac- 
cording to the period, the cultural en- 
vironments, and the convictions and 
superstitions of the peoples (32). 

In our present civilized environment, 
nobody would enter a hypnotic state 
while a shaman beats a drum and 
dances frenetically, but in the Arctic 
Circle, such shamans still induce hyp- 
notic emotional states in their follow- 
ers, causing them to have analgesia, 
catalepsy, or “visions”. However, 
many elements of shamanism, ritual- 
ism, and magic-making in hypnotic in- 
duction persist today, even in medical 
circles (33). What does it mean to tell 
a person to fix his gaze on the opera- 
tor’s eyes or on some bright object? Or 
to say that his eyes will open or close 
when the operator has counted up to 
three? Or to give the suggestion, after 
tooth-extraction, that the bleeding will 
stop? The suggestion of stopping the 
blood flow from small vessels, given to 
a person in a state of relaxation is 
equivalent to ordering a piece of ice to 
melt when it has been placed on a hot 
plate. 

We speak of a direct hypnotic induc- 
tion when it results from an interper- 
sonal relationship in which the opera- 
tor is an active agent, who seeks the 
most appropriate way to intensify the 
emotional state of the subject (32). 
There is also an indirect hypnotic in- 
duction, where the operator is passive, 
his mere presence acting as a catalyst 
for the development by the subject of 
an autohypnotic state. In professional 
practice, as in daily life, the direct and 
indirect kinds of hypnotic induction 
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are likely to be found combined. Let 
us analyze some illustrative situations: 


We often hear that one or another 
dentist has a special “gift” for treating 
his patients, or is endowed with a 
“light hand” that makes dental work 
less painful. What does this mean? 

It means that this dentist is able to 
stimulate some favorable emotional 
condition in his patients, which brings 
about a certain degree of analgesia. 
Clearly, it is a case of hypnotic emo- 
tional state in the first phase of in- 
tensity. 

At the same time, the fame of having 
a “light hand” is in itself effective, 
since it helps the patients to achieve 
the expected analgesia, even on first 
sight of the professional. 

Very similarly, the promoter of the 
procedure of painless childbirth, Grant- 
ly Dick-Read, came to be surrounded 
by so many pre-suggestions that, ac- 
cording to True (34), it was sufficient 
for the women to know that Dick-Read 
was in the delivery room, to experience 
an emotional state of sufficient inten- 
sity to cause an obstetrical analgesia. 


Another example: it is harder to 
find a more passive figure in hypnotic 
induction than the “all-powerful” the- 
atrical hypnotist. His only ability con- 
sists in knowing how to recognize, by 
certain signs, the few people among 
the public who have entered an auto- 
hypnotic state merely on having seen 
the hypnotist (16). The test of not be- 
ing able to separate the hands is very 
useful for this purpose. All passes and 
dramatic gestures performed before 
such people are completely superfluous, 
and are solely intended to impress 
spectators. 

Theatrical hypnosis has the charac- 
teristic possibility of the transforma- 
tion of the subjects’ autohypnotic state 
into an interpersonal relationship with 
the “hypnotist”. Essentially, the effect 
produced by the appearance of the the- 
atrical hypnotist is comparable to the 
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effect which may follow the appear- 
ance of an ordinary mouse, whose mere 
presence can make some people reveal 
an intensified emotional state, that is, 
an autohypnotic state, by shrieking 
and jumping on chairs. If the mouse 
had the power of speech, it would have 
no difficulty in bringing about the 
transformation of such an autohypnotic 
state into an interpersonal hypnotic 
relationship, and achieving, in those 
particular people, the same phenomena 
which are proudly called forth by the 
theatrical hypnotist (16). This com- 
parison clearly illustrates the passivity 
of the operator in theatrical hypnosis. 

It must be stressed that the stimula- 
tion of the hypnotic emotional state by 
indirect means, making use of extrava- 
gant gestures and mysterious passes, 
may only be performed by those opera- 
tors who are favored by an aura of pre- 
suggestions, and even these succeed 
with a restricted number of subjects. 

Unfortunately, some of these opera- 
tors do not understand the nature of 
their successes and pretend to formu- 
late general rules for hypnotic induc- 
tion. The novice must personally dis- 
cover the inefficacy of these rules in a 
majority of cases, at the price of pain- 
ful experience. 

Among the extravagant procedures 
of hypnotic induction, we can mention 
Charcot’s manner of rubbing the back 
of the subject’s head with a piece of 
metal, or sounding a gong near his ear; 
Elliotson’s procedure of making the 
subject touch a “magnetized” nickel 
coin; Mesmer’s technique of placing 
the subjects around a tub holding 
“charged” iron bars projecting from it; 
and the still recommended procedures 
that resort to bright lights, crystal 
balls, rotating mirrors, metronomes, or 
fixation of gaze upon special objects. 

With reference to such varied re- 
sources, we can quote what has been 
said very rightly by Watkins (35): 
“The induction of trance is therefore 
not largely a matter of technical ma- 
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nipulation but more a problem of un- 
derstanding and interacting in an inti- 
mate inter-personal relationship situa- 
tion.” 

* * * 


The procedure of hypnotic induction 
which has practically universal efficacy 
is based on the attainment of a state of 
relaxation. To this end, the operator 
must necessarily assume an attitude of 
understanding, consideration, and sym- 
pathy towards the subject (18, 31). 

It is interesting to indicate the con- 
siderable similarity in the rules for the 
“preparation of the subject for hyp- 
notic induction” (31), given by Erick- 
son (called the “clinically most astute 
hypnotist of our times”’—36), and the 
advice proffered by the well-known au- 
thor, Dale Carnegie (37) in his book 
“How to Win Friends and Influence 
People” (1). 

A certain minimum of environment- 
al conditions facilitates hypnotic in- 
duction. These include a comfortable 
armchair with adequate support for the 
feet, a sufficiently warm atmosphere 
without drafts, light that does not irri- 
tate the eyes, clothing that will not 
cause the patient uncomfortable com- 
pressions. 

It is necessary to give the subject a 
comprehensive explanation of the pro- 
cedure that will be employed. Special 
emphasis must be placed on the fact 
that the success or failure in achieving 
analgesia will depend on his collabora- 
tion, consisting in the relaxation of all 
his body. He is then informed that 
some people may develop this relaxa- 
tion in one or two minutes, while oth- 
ers require 15 to 20 minutes, and still 
others much more time to attain it. 
Those people who find it difficult to re- 
lax should practice doing so in their 
homes, in the intervals between their 
visits to the professional man. 

There are people who find it easier to 
relax when they represent mentally 
some circumstance they associate with 
relaxation, imagining for example, 


that they are in a bath full of warm 
water, or sun-bathing on the sand, or 
smoking calmly in a comfortable arm- 
chair. Each person has his own asso- 
ciations in this respect. 

The degree of relaxation is exempli- 
fied by the flaccidity with which the 
arm falls when raised, and the anal- 
gesia, by the compression of a finger or 
the pricking of the skin in some part 
of the body. 

Having explained all this, the opera- 
tor begins to seek directly the patient’s 
relaxation, by asking him to adopt the 
most comfortable position he can find, 
and by speaking to him softly, in a 
manner which, according to a descrip- 
tion given by Rosen (38) “duplicates 
the tone and manner of a loving par- 
ent when enjoyably reading fairy-tales 
to a three-year-old ....” 

The suggestions, to be repeated in 
various combinations, are precisely 
those that will help the subject to re- 
lax, referring to his comfort, to the 
loosening and repose of different parts 
of the body, to his indifference to ex- 
ternal sounds, etc. Any other sugges- 
tion, not related directly to relaxation, 
may hinder the development of the 
hypnotic state. 

When it is seen that the patient’s fa- 
cial lines are smoothed out, his eyes 
remain motionless, his breathing has 
become slower, his limbs drop flaccid- 
ly, and his general aspect is compar- 
able to that of a child resting, it may 
be concluded that he is in a hypnotic 
state. This state may come about with 
surprising rapidity, developing in two 
or three minutes in 15-20% of the sub- 
jects, when only the first words have 
been said to them. Once the hypnotic 
state has been achieved, the operator 
may pass to his second task: the attain- 
ment of a total or partial analgesia, ac- 
cording to the subject’s capacity. 


* * * 


Unfortunately, there are no exact 
statistics about the analgesia that may 
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be obtained in the conditions under 
which the dentist usually works. The 
considerable differences in the existing 
statistical studies may be explained 
mainly by the variations in the criteria 
with which the authors appraise their 
results. Furthermore, it is not stated 
at what level of hypnotic depth the 
analgesia was sought. 

The data given by Moss (13), Bur- 
gess (14), Rosen (15) and others re- 
veal that 15 to 50 per cent of the sub- 
jects attain a complete loss of sensi- 
tivity to pain. Another group of sub- 
jects have what Rosen (38) has called 
a “psychological lobotomy”, which 
makes them lose the emotional com- 
ponent of pain without losing the sen- 
sitivity to the corresponding stimuli. 
That is, painful stimulation does not 
distress them, and they can tolerate 
dental work without chemical anes- 
thetics. Finally, approximately 20% of 
the patients cannot achieve either com- 
plete analgesia nor psychological lobot- 
omy, requiring the aid of an anesthetic 
injection to tolerate dental work well. 
Even in these cases, the hypnotic state 
is psychologically beneficial. 

It is hard to foresee whether the sub- 
ject will achieve complete analgesia or 
the so-called “psychological lobotomy”. 
For this reason, when the test of finger- 
compression or pricking of the skin is 
performed, it is better to give a sug- 
gestion that will encompass both pos- 
sibilities, saying that the subject will 
feel no discomfort, or even if he feels 
some insignificant discomfort, it will 
be quite tolerable. 

The subject must be given time to 
assimilate the suggestion, before the 
test is carried out. If the test is posi- 
tive, that is, the patient does not feel 
or tolerates well the pain, the operator 
proceeds to indicate the part of the 
mouth where the patient will have 
analgesia. It may be helpful to say 
that this part appears to be stiff or 
frozen. Sometimes the patient himself 
tells us how he wants it to be described. 
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The suggestion that no pain will be 
felt is to be accompanied by any ra- 
tionalization that is understandable 
and acceptable to the subject, however 
absurd it may be from the technical 
point of view. The patient may be told, 
for example, that the treatment of ca- 
ries which has not reached the nerve, 
like the one he has, causes little pain 
and is invariably tolerated perfectly if 
the person is relaxed. Or it may be 
said that there is less sensitivity in the 
upper right molar, or the lower left, 
etc. 

It may also be said that the patient 
will not be troubled by the work with 
instruments or the drilling machine 
(which he will naturally perceive) be- 
cause the drill is of some special metal 
or the work will be done with a mini- 
mum of revolutions. 

Is it not a bizarre rationalization to 
link obstetrical analgesia with the idea 
that knowledge of the mechanisms of 


childbirth eliminates pain (which has | 


been, and still is, the theoretical foun- 
dation of the contemporary procedure 
of painless childbirth) , considering that 
this mere knowledge does not prevent 
women physicians and midwives from 
suffering during delivery? 


Another no more bizarre rationaliza- | 


tion pertains to women in certain tribes 
of South American Indians, whose fre- 
quently painless parturition is said to 
be due, not to the psychologically ade- 
quate treatment the woman receives 
before and during delivery, but to the 
fact that, while she is in the process of 
childbirth, her husband moans and 
writhes in some other place, receiving 
comfort and help from relatives and 
witch doctors, in an apparently very 
successful attempt to deceive the evil 
spirits into thinking that it is he and 
not his wife who is bearing a child. 

Of course no rationalization will be 
effective for diminishing or eliminating 
pain unless it is given in the psycho- 
logical atmosphere of a constructive 
interpersonal relationship, that is, a 
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hypnotic relationship of a positive 
kind (6). 

The importance of these rationaliza- 
tions must be stressed, because direct 
suggestion plays a very secondary role 
in the achievement of analgesia. 

Thus, there is a considerable propor- 
tion of patients who do not respond to 
the direct suggestion of dental anal- 
gesia in the first two phases of hypnotic 
depth, requiring either a deepening of 
the hypnotic state or the use of chemi- 
cal analgesia to make dental work 
painless. On the other hand, the tests 
of finger-compression or pricking of 
the skin reveal that patients frequent- 
ly present analgesia or hypoalgesia in 
the first two phases of hypnotic depth, 
without having received any direct 
suggestion in this respect. 

It may be said that analgesia is one 
of the attributes of the hypnotic state, 
being in a direct relationship with the 
depth of this state, although there are 
variations in the personal capacities of 
the subjects to have analgesia in the 
earlier phases of hypnotic depth. 

In the stuporous state, that is, in the 
third stage of hypnotic depth, analgesia 
exists as an intrinsic characteristic of 
this condition (4). Therefore, all di- 
rect suggestion of analgesia is super- 
fluous, even for major surgical opera- 
tions. In the second phase of hypnotic 
depth (somnambulistic state) it is also 
possible to find this same analgesia, 
though not in all people. Even in the 
first phase of hypnotic depth, there 
may be some analgesia or hypoalgesia 
in a considerable number of persons, 
without any direct or indirect sugges- 
tion. 

Some authors like Maiorov (55) con- 
sider that analgesia together with 
lengthened sensory chronaxie, is to be 
included among the “physiological 
characteristics of somnambulism,” that 
is, of the condition we refer to our 
second phase of hypnotic depth. 

For the purpose of painless dental 


| work, which is carried out principally 


in the first and second phases of hyp- 
notic depth, the main concern of the 
operator does not consist in giving di- 
rect suggestions which declare: “You 
will not feel pain!,” but in knowing 
how to create an adequate emotion- 
al situation through rationalizations 
and/or “substitutive actions,” which 
may vary considerably according to 
the resourcefulness of the operator and 
the disposition of the subject to accept 
some or other asseverations. 

The concept of “substitutive action” 
was introduced by Liébeault (56), who 
distinguished three different therapeu- 
tic actions in suggestion: substitutive 
action, disturbing action, and correc- 
tive action. Substitutive action con- 
sists in withdrawing the subject’s at- 
tention from his disease or pain by di- 
recting it to some other idea or situa- 
tion. Among other illustrative exam- 
ples, Liébeault relates how Pascal re- 
covered from an intense toothache by 
concentrating on the solution of the 
problem of the cycloid curve. 

As an interesting example of com- 
binations of rationalizations and substi- 
tutive action, we can cite a procedure 
successfully applied by Dr. E. Fodor 
(57), who, in order to make dental 
work painless, withdraws the patient’s 
attention from this work, making him 
press his thumb strongly against the 
chair, giving him at the same time ra- 
tionalizations to this respect, which 
vary according to the individual case. 

Sometimes a patient who has re- 
sponded positively to the test of finger- 
compression or pricking of the skin 
nevertheless declares that he feels pain 
as soon as the dental work is started or 
even while the dentist has not yet 
touched the tooth with the drill. 

Such groundless pains, arising solely 
from pre-existing associations with 
dentistry, may mislead the operator as 
regards the existence of the hypnotic 
state and the capacity of the subject to 
achieve analgesia. 

In view of such a possibility, it is 
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better to begin by working on insensi- 
tive teeth or even to simulate that 
work is being done. 


During this feigned work, the dentist 
continues telling the subject to relax, 
that he does not feel pain, that he is 
behaving admirably, that he can 
achieve a still deeper analgesia, etc., 
with the corresponding rationaliza- 
tions. Such a psychological maneuver, 
which may be compared with the use 
of placebos, makes it possible for the 
dentist not only to recognize unground- 
ed pains, but also to create the right 
disposition in the patient to achieve a 
better relaxation, which in its turn will 
increase the probabilities of achieving 
analgesia. 

The following is a typical example of 
such “phantom” pains. A nine-year- 
old boy, who already had traumatic 
dental experience, had several caries 
to be treated. Under a hypnotic state, 
the tests of compression of a finger and 
pricking of the skin were clearly posi- 
tive. The rationalized suggestion was 
given that he would tolerate well the 
“cleaning” of one of his teeth and that 
the noise of the drill would not annoy 
him. (The dental work was per- 
formed in this case, as in all our exper- 
iments with children, by Dr. Clotilde 
Mondola.) 

In spite of the positivity of the pre- 
ceding tests for analgesia, and of all 
subsequent suggestions, approaching 
the tooth was sufficient to make the 
child cry under the hypnotic state, de- 
claring that the dentist was hurting 
him. The interesting fact was that, 
even as he cried, he paid no attention 
whatever to our extremely strong com- 
pression oi his little finger. 

Such situations are very frequently 
observed and typical in children, for 
whom the elimination of fear of dental 
work is more important than the elimi- 
nation of pain. Unlike pain, such fear 
cannot be abolished by means of sim- 
ple hypnotic suggestions, since these 
suggestions cannot overcome the con- 


victions which have been deeply incor- 
porated by the person. In order to 
eradicate this fear, it is necessary to 
create a situation which will convince 
the child that its fear is not justified. 
A very effective procedure consists in 
letting the child see how another small 
patient tolerates the same kind of 
dental work with no discomfort. This 
other child may even be playing a role. 

Sometimes, the distrust of the dentist 
and his surroundings prevents the pa- 
tient, whether child or adult, from hav- 
ing a positive response to the test of 
finger compression or pricking of the 
skin. In a different environment—for 
example, connected with experimenta- 


tion or surgery,—the same person may | 


react quite differently. 


Obviously, this same negative re- | 


sponse may also be found when the 
subject has not achieved the hypnotic 
depth he needs for analgesia. 

In both cases, the simulated work is 
helpful, since it dispels the patient’s 
fears, which in its turn, helps the pa- 
tient to develop a deeper hypnotic 
state. 

Finally, there is a group of patients 
to whom the dentist may have dedi- 
cated a relatively long time, but who 
do not seem to have entered the hyp- 
notice state. These subjects fidget in 
the chair, open and close their eyes, 
move their head, etc. Still the test for 
analgesia should be made, since some- 
times the operator may be surprised to 
find a complete analgesia. This hap- 
pens quite often in children. 

Whenever a patient requires more 
than the usual time to achieve or deep- 
en the hypnotic state, he should be ad- 
vised to practice relaxation at home. 
This will facilitate the development of 
the hypnotic state in the following ses- 
sions. 

In the more difficult cases, the deci- 
sion of resorting to a chemical anes- 
thetic to reinforce an insufficient hyp- 
notic analgesia will depend fundamen- 
tally on the dentist’s interest in achiev- 
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ing hypnotic analgesia and on the time 
he can spare for this purpose (39). 
* * * * * 


The induction of the hypnotic state, 
as well as the aspect of the person who 
experiences it, has peculiarities that 
differ in children from adults. This is 
understandable, since in one case, the 
subject is in the process of rapid psy- 
chophysiological development, and in 
the other case, a mature individual. 

Even in childhood there are varia- 
tions in the achievement and the aspect 
of the hypnotic state, according to the 
age-level. For purposes of hypnodon- 
tia, we are particularly interested in 
the peculiarities of children from 5 to 
10 years of age. 


If we observe the external aspect of 
a child under a hypnotic state that is 
sufficiently intense for the attainment 
of dental analgesia, we may find that 
the behaviour of the subject is so nor- 
mal, that even an experienced operator 
may hesitate to say whether the child 
is in a hypnotic state or not. The child 
is likely to wriggle in the chair, to keep 
its eyes open, and to reveal curiosity 
about all that is being done, looking 
around and asking questions as to how 
long he must sit there. 


If a layman saw a child in such a 
condition tolerating perfectly dental 
work on a sensitive tooth, he would re- 
fuse to believe that the patient was in 
a hypnotic state, thinking that the 
work had been made painless in some 
other way to deceive him. 


But the fact should not be considered 
surprising, for we all have seen how, 
under normal circumstances in every- 
day life, a mother applies certain pro- 
cedures of her own, in combination 
with caresses, to alleviate the pain of 
her child when it is hurt. She may 
punish the object against which the 
child hit itself, or blow upon the sore 
place, or rub it gently, etc. (40), giving 
at the same time the suggestion that 
the pain will disappear. If there is a 


normal relationship between the moth- 
er and the child (excluding especially 
over-protection), the analgesic effect is 
almost immediate and the child runs 
off to play. 

The fundamental requisite for hyp- 
notice induction in children is to gain 
their confidence (41, 42). Unfortunate- 
ly, the dentist’s consulting room, full 
of shining metal and with frightening 
associations (coming from the child’s 
own experience or from hearsay) is 
certainly not the environment to in- 
spire confidence. It is not advisable to 
show the child the empty consulting- 
room and to explain the use of each 
of the instruments; it is necessary to 
show the office in full activity, prefer- 
ably with some child patient being 
treated and not complaining at all. 

The normal procedure for hypnotic 
induction in children consists in train- 
ing them to achieve relaxation, by 
means of a procedure that is very sim- 
ilar to the one employed with adults. 
Only some few details must be changed 
to adapt it to children. 

It must be explained to the child, in 
terms it can understand, that it will be 
taught to go very limp and soft, so that 
it will not feel any discomfort when 
its tooth is being cleaned or pulled at. 

To make the small patient under- 
stand what we mean by relaxation, it 
is best to have him experience the op- 
posite condition, telling him to press 
his arms very hard against his chest, 
press them with all his might, and then 
let them fall limp. This may be re- 
peated twice or thrice, till the arms fall 
with a complete muscular relaxation. 
Then the patient is told that his arms 
are pleasantly loose, that he is to 
loosen up his neck, his face, etc., con- 
tinuing as with adults. 

After this, analgesia is suggested and 
the test of compression of a finger or 
pricking of the skin is performed. Even 
if the child is moving and has its eyes 
open, this test may be positive. The 
patient is then given the suggestion of 
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analgesia in the mouth, accompanied 
by adequate rationalizations. 


Obviously, it is more difficult to car- 
ry out all the hypnodontic preparation 
in the consulting room, with its metal- 
lic objects and a chair that is often un- 
comfortable for little ones. Therefore, 
it is preferable to prepare the child 
outside the dentist’s office. 


The following particularly interest- 
ing case, related to this preparation, is 
worth reporting: 

One of our patients who had been 
receiving psychotherapy asked us if 
we could induce the hypnotic state in 
her two little daughters, Susy, age 6, 
and Mela, age 8, to make a dental treat- 
ment painless. 


First she brought the smaller girl 
alone, because the other was in bed 
with a cold. We found it very easy to 
gain the child’s confidence and induce 
the hypnotic state, since we had seen 
her previously several times. Five min- 
utes were sufficient to obtain anal- 
gesia to a very strong compression of 
her little finger. 


The following interview took place 
four days later. The mother brought 
her two daughters and told us that, on 
her own initiative, Susy had asked her 
elder sister to sit down and play at 
being “all limp”, applying exactly the 
same procedure that had been used 
with her, to the extent of imitating to 
perfection not only what was said, but 
even the tones. She achieved anaige- 
sia to the compression of the finger, 
which was confirmed by the amazed 
parents. 


We requested the girls to demon- 
strate their abilities by making each 
other relax. This they did with pleas- 
ure and pride. Their demonstration 
gave us the idea that they might be 
able to do the same in the dentist’s 
office, for the purpose of achieving 
analgesia of the mouth. So we gave 
them some instructions as to what 
they should say when the doctor was 


cleaning the tooth of one of them with 
the drill. 


Following these instructions, the 
girls said to one another during the 
whole session of dental work, “you are 


very limp and soft ... you don’t feel 
anything bad .. . doctor is working 
very gently ... go softer and softer 
... you are all soft ... you are a very 
good little girl . . . you are a cham- 
pion...” 


The result was brilliant; neither of 
the girls had the slightest difficulty in 
tolerating the dental work. We be- 
lieve this to be the first case of its kind 
in hypnodontic practice, since we have 
found no similar case in literature. 

This experiment reveals the impor- 
tant fact that the task of a dentist with 
children may be considerably facili- 
tated if he explains to the parents of 
the patient, or to some relative, the 
principle for achieving relaxation, so 
that they may help to prepare him for 
the dental work. The dentist will then 
receive a hypnotically prepared pa- 
tient. 

Such a preparation of patients out- 
side the dentist’s consulting room may 
also be applied successfully with 
adults. This will save the dentist much 
time. 

It may be feasible to organize a cen- 
ter for the preparation of patients for 
hypnodontic analgesia. The dentist 
would send his more difficult patients 
to such a center, and they would re- 
turn to him, after preparation, with a 
“transmission of hypnotic contact”. 

We have already made such trans- 
missions of hypnotic contact to dentists 
who had no experience whatever with 
hypnotic induction or hypnodontia. 
These dentists found no difficulty in 
adapting themselves to the situation 
and could continue using hypnodontia 
in subsequent treatments without our 
help. 

The procedure of transmitting hyp- 
notic contact is applicable, not only for 
hypnodontic purposes, but also in psy- 
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chotherapy, where the collaboration of 
a parent or friend of the patient, under 
the therapist’s directions, may be very 
helpful (4, 43, 44). 

It is most important to keep in mind 
that neither the child nor the adult un- 
der the hypnotic state is an automaton 
who will fulfill all orders (45). A child 
sitting in the dentist’s chair may not 
close its eyes and, frightened by a 
change of instruments, may come out 
of the hypnotic state, consequently 
losing the analgesia. It is advisable to 
keep the tray of instruments out of the 
child’s sight. 

When a change of instruments has 
caused the child to ceme out of the 
hypnotic state, it becomes necessary to 
induce this state anew, in a tranquilliz- 
ing or authoritarian manner, according 
to the needs of the case, not forgetting 
to begin anew with simulated work, 
till the dentist is sure that the patient 
has attained oral analgesia. 


There is a special group of children 
for whom the procedure of hypnotic 
induction through relaxation cannot be 
applied. These are the over-protected 
ones, often the only child in their 
family, spoiled and capricious. The 
authoritarian procedure of hypnotic 
induction is alone effective with them, 
even carried to the extreme recom- 
mended by Woolman and Jacoby (46) 
who take the child roughly, set it on 
the chair, with the order SLEEP! Nat- 
urally, this can only be done when the 
parents allow the dentist to assume 
such an attitude with the understand- 
ing that it is for their over-protected 
child’s benefit. 


* * * * * 


There are still some residues from 
the period of decadence of hypnotism 
(33), when hypnosis was understood 
as the domination of a supernatural 
quality of one person over another, and 
it was thought that suggestion had a 
magical and invincible power and 
could bring about organic changes. 


Among such residues are certain 
completely superfluous suggestions, 
alien to the nature of the hypnotic 
state, that are still given in various 
clinical applications of hypnotism, in- 
cluding hypnodontia. Such are the 
suggestions to arrest the bleeding after 
dental extraction, to have amnesia for 
dental work, to have no post-operative 
discomfort, for healing rapidly, and 
even for entering the hypnotic state 
more rapidly in the following inter- 
view. 

When a direct suggestion of this na- 
ture seems to be carried out, this is 
due, as has been indicated by Gorton 
(47) and others, not to the direct sug- 
gestion in itself, but to the psycho- 
physiological characteristics of the 
emotional state in which the subject 
finds himself (8). 

The hypnotic state induced by a re- 
laxation procedure brings about per 
se, and with no suggestion whatever, a 
decrease in the adrenalin in the blood 
(9) with a lower blood pressure and a 
decrease in the loss of blood from small 
vessels. We have already insisted on 
the relationship between the emotional 
condition of the subject and the 
amount of blood lost after dental ex- 
traction. 

Similarly, the reduction in the flow 
of saliva is not produced by direct sug- 
gestion but by the emotional condition 
or by certain associations which the 
person may have in relation to saliva- 
tion (42). If the flow of saliva is not 
reduced spontaneously in the hypnotic 
state, it becomes necessary to create a 
psychological situation which will lead 
to this effect. 

The case of hypnotic amnesia is to a 
certain point different, since this phe- 
nomenon corresponds to a_ personal 
trait that is revealed in a deep hyp- 
notic state. The subject who has this 
peculiarity may forget temporarily, for 
minutes or hours, what happened to 
him under the hypnotic state, even 
though no suggestion was given in this 


y 
h 
h | 

or 
st 
ts 

| 
a 
S- 
ts 

h 

a. 
in 
on 

ia 

r 

p- 
or 


72 SOLOVEY AND MILECHNIN 


respect. The apparent fulfilment of 
the suggestion is, in these cases, a mere 
coincidence. 


The absence of post-operative pains 
and a more rapid healing are not pro- 
duced by suggestions either, but result 
from the emotional condition of the 
patient after the operation. 


It must be remembered that the in- 
tensity of the hypnotic state declines 
rapidly after the termination of the 
session, like any emotional state after 
its cause has been removed (45). This 
decline brings about the loss of the 
psychophysiological characteristics due 
to the intensity of the emotional state, 
analgesia included. Obviously, the 
suggestion of feeling no pain will be 
ineffectual if there is no hypnotic state. 


When we find a certain post-opera- 
tive analgesia and a greater speed in 
healing, these are not caused by the 
corresponding direct suggestion re- 
ceived under the hypnotic state, but by 
a favorable emotional condition follow- 
ing the hypnotic experience. Such a 
favorable emotional condition may be 
reactivated by personal contacts be- 
tween the patient and the operator 
during the post-operative period, even 
over the telephone. Similar reactiva- 
tions may be caused by other people 
who have, or can establish, construc- 
tive interpersonal relationships with 
the patient, giving him rationaliza- 
tions and even appropriate suggestions. 

Contrary to a concept sustained in 
the past, numerous investigations have 
demonstrated that lasting suggestions 
are those that have been given under 
a light hypnotic state (4, 45, 48, 49), 
which have been adequately ration- 
alized, and are in agreement with the 
subject’s emotional disposition at the 
moment. 


Suggesting to a patient that he will 
enter a deeper hypnotic state in the 
next interview is also groundless, be- 
cause the deepening of the hypnotic 
state in the following session will not 


result from this suggestion but will de- 
pend on the patient’s readiness (32). 


When the hypnodontic session has 
been finished, it is not necessary to 
state formally: “Now you will come 
out of the hypnotic (or relaxed) state!” 
Normally, it is enough to let the sub- 
ject understand that the work is fin- 
ished, giving him at the same time, 
those rationalizations that will help 
him to maintain a favorable emotional 
condition during the post-operative 
period. 


Some patients, who achieve an ex- 
ceptionally profound, even stuporous, 
hypnotic state, may need a certain 
length of time to come out of the hyp- 
notic condition. They may be told, on 
any pretext, to remain a while in the 
waiting room. 


If the subject does not want to come 
out of the hypnotic state, it is most 
effective to proceed with him in an 
authoritarian manner, as with a capri- 
cious child. This can easily be done in 
an environment of experimentation, 
but may not be feasible in the consult- 
ing room. In the latter case, the sub- 
ject may be left to come out of the 
hypnotic state at will. Usually, he will 
take no more than an hour to do so 
(18,45). To speed him up, it is pos- 
sible to resort to some physical stimu- 
lation, for example, directing the air 
from a ventilator towards him, or pass- 
ing a damp towel over his face. Or he 
may be given any rationalization, say- 
ing that the consulting room is to be 
closed; that he must hurry in order not 
to miss his bus, etc. 


* * * 


There may be the rare coincidence, 
when a patient suffering from nar- 
colepsy (or hypnolepsy, or Gélineau’s 
disease) has his crisis of sleep precise- 
ly when he is in the dentist’s chair or 
after the hypnodontic session. 


Narcoleptic attacks last minutes or 
hours, with the very infrequent possi- 
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bility of a narcoleptic state, in which 
sleep may persist during several days. 

It is obvious that the hypnotic state 
has no relation whatever to such a cri- 
sis, but narcoleptic patients have been 
the basis for sensational publications 
regarding hypnotized people whom the 
hypnotist could not waken from a 
several days’ sleep (45). 

Those equally rare patients who suf- 
fer hallucinatory psychoses can ‘evi- 
dently experience hallucinations after 
having come out of a hypnotic state, 
though this has nothing to do with 
their hypnotic experience. 

In hypnodontic practice, it is much 
easier to find people who reveal a spon- 
taneous abreaction under the hypnotic 
state, expressed by crying, complaints, 
shrieks, or laughter (10). This may 
happen when a person has been re- 
cently emotionally upset or has some 
lasting emotional disorder. Such an 
abreaction is understandable, because 
the hypnotic state reduces inhibitions, 
permitting a more natural and spon- 
taneous form of behavior. 

The dentist must treat these patients 
as anybody might treat a person who is 
in need of being understood and reas- 
sured in everyday-life circumstances. 

There is another category of patients 
who are particularly interesting. These 
are hysterical people, whose basic 
characteristic consists in a tendency 
to present the most varied somatic 
symptoms—such as paralysis, deafness, 
blindness, headache, asthma, etc., of 
psychogenic origin. In hysteria, these 
symptoms are very mobile, being eas- 
ily substituted one by another after 
any strongly emotional experience, 
such as a scare, anger, intense joy, an 
emotion experienced in the course of a 
ritual, etc. 


This peculiar facility with which 
hysterical people acquire and lose 
symptoms explains the sensational re- 
ports both about the harm done by an 
“evil eye” and some “miraculous 
cures,” such as took place in medieval 


times under the “royal touch” and may 
be found, under diverse circumstances, 
today. The supposedly miraculous dis- 
appearance of a hysterical symptom is 
far from being equivalent to the recov- 
ery of the patient, since the symptom 
will return after a time or will be sub- 
stituted by another disorder. In a 
classical case, the god-daughter of the 
Empress Maria Theresa of Austria, a 
famous blind pianist, was apparently 
cured by Mesmer’s “magnetism,” but 
soon became blind again, discrediting 
Mesmer in Vienna. 


When a hysterical person has been 
deliberately hypnotized, even if only 
once in his life, he is very likely to put 
the blame for any symptom he may 
have during the rest of his existence, 
on the fact that the operator may have 
given him some suggestion and forgot- 
ten to remove it. This is a complete 
absurdity. There is no doubt that it is 
possible to suggest one or another 
symptom to a hysterical subject under 
the hypnotic state. This is precisely the 
basis of treatment by symptom-substi- 
tution. For example, the paralysis of 
an arm may be substituted by the 
paralysis of a finger (50). But the 
acquisition of new symptoms under a 
deliberately induced hypnotic state is 
practically insignificant, a mere drop 
in an ocean, as compared with the fre- 
quency with which hysterical people 
attain, lose, and substitute symptoms 
in the course of intense emotional ex- 
periences in their daily lives. 

The dentist must be aware of the 
possibility of meeting hysterical pa- 
tients, but he need not fear them, be- 
cause it is not up to him to change 
their symptoms deliberately. Even if 
one of these patients acquires a new 
symptom after hypnodontia, the dentist 
need not feel responsible for this. 

The problems related to patients 
with narcolepsy, hallucinatory psy- 
choses, hysteria, or tendency toward 
abreactions are of very little signifi- 
cance, beside the problems created by 
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patients with hemophilia, adrenalin in- 
tolerance, or who are likely to have a 
syncope while undergoing general or 
local chemical anesthesia. 

Because of their rapid hypnotizabil- 
ity and the ease with which they 
achieve spectacular phenomena, hys- 
terical people have been not only the 
favorite subjects of theatrical hypno- 
tists, but were sought by some research 
workers who have exerted deep in- 
fluence on the history of medicine, like 
Charcot, Pierre Janet, and Pavlov (33). 
These great authorities tried to define 
the nature and the attributes of the 
hypnotic state in general on the basis 
of observations of a restricted number 
of hysterical subjects. This was a se- 
rious mistake, equivalent to an attempt 
to establish the laws of blood clotting 
in normal people by observing only 
cases of hemophilia. 

From such studies of hysterical sub- 
jects, Charcot deduced that the hyp- 
notic state was of a pathological na- 
ture; his disciple, Pierre Janet, came to 
the conclusion that hypnotism is the 
domination of one person over another, 
the latter being a helpless automaton; 
and Pavlov came to believe that the 
hypnotic state is a partial sleep and 
that suggestion has “a considerable and 
almost invincible power” (51). 

The asseverations of such renowned 
professors turned into dogma, persist- 
ing in scientific environments up to the 
last years. Even today, we find their 
aftermaths in the superfluous sugges- 
tions that are commonly given and in 
the convictions about certain supposed 
dangers of hypnotism. 

Regarding such dangers, one often 
finds scholastic declarations, products 
of their authors’ imagery, or arising 
from what Erickson (52) has called 
“artifacts of the laboratory”. They 
may also result from observations of 
exceptional cases followed by wrong 
conclusions, for, as Duprat (18) indi- 
cates, “When dealing with psychopaths, 
hysteria cases, etc., there may be dra- 


matic episodes that do not depend on 
the hypnotic experience, but have pro- 
vided material for some authors to 
think so.” 

It may be said that a notable step 
toward contemporary hypnotism was 
made in 1933, when Hull (53) insisted 
on the need of radically revising the 
prevalent concepts regarding hypno- 
tism, because of their disagreement 
with reality. 

Another no less momentous stage in 
the development of modern hypnotism 
was accomplished in 1948, with the or- 
ganization of scientific societies dedi- 
cated to the study of hypnosis, with 
their respective journals, the first of 
which was The British Journal of Med- 
ical Hypnotism. 

Today the hypnotic state is under- 
stood not as a pathological condition 
or a form or sleep but as an integral 
part of everyday living. In the hyp- 
notic state there is neither domination 
nor automatism, and the role of direct 
suggestion is unimportant. 

With this understanding of the hyp- 
notic state, its supposed dangers are 
nothing else but the dangers that may 
result from any constructive inter- 
personal relationship in daily life, as 
the ones between teachers and stu- 
dents, priests and parishioners, parents 
and children, friends, etc. (45). 


It should not be considered surpris- 
ing that the old, unfounded and dog- 
matic concepts regarding hypnotism 
should still persist, because in all fields 
of science, the old concepts, however 
absurd they may have been, have co- 
existed along with the new ones. 

Thus, after Copernicus had discov- 
ered the rotation of the earth around 
the sun, many universities continued 
for decades to teach the old Ptolemaic 
system, postulating that the sun and 
stars rotate round the earth. 

Something similar is happening in 
relation to hypnotism. The situation 
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may be illustrated by a very significant 
analysis made by the Society of Clini- 
cal and Experimental Hypnosis of all 
the books and articles on hypnotism 
which appeared in 1950 and 1951 (54). 
This analysis revealed that out of 150 
of these publications, only 35 were 
worthy of being abstracted, because 
the rest had nothing to do with con- 


temporary hypnotism, merely repeat- 
ing the erroneous ideas, the fantasies 
and the prejudices of the past century. 
Even the abstracted articles contained 
some of these old notions. 

Obviously the literature on hypno- 
dontia can do no more than reflect the 
general situation in the bibliography 
on hypnosis. 
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PERSONALITY AND HYPNOTIC SUSCEPTIBILITY 


by André M. Weitzenhoffer, Ph.D., and Geneva B. Weitzenhoffer, B.A. 


Many attempts have been made in 
past years to correlate suggestibility 
and hypnotic susceptibility to various 
aspects of the personality of subjects. 
This work has ben previously reviewed 
by Hull (4) and by Weitzenhoffer (6). 
Although some relationships have been 
reported, the data as a whole have 
been conflicting and not particularly 
informative. The correlation which 
perhaps stands out most clearly is that 
neuroticism correlates with suggesti- 
bility, a fact known as far back as 
Charcot. This particular bit of infor- 
mation is certainly welcome, but tells 
only part of the story. There are many 
individuals who can be hypnotized 
quite deeply and who certainly are not 
neurotic, or at least are not to a degree 
comparable to that of the experimental 
groups which have led to the above 
correlation. Perhaps it is the presence 
of a diathesis toward neurosis which is 
critical here, but until this is a demon- 
strated fact it seems best to assume 
that a neurotic personality is not the 
only high correlate of suggestibility or 
of hypnotic susceptibility. In the mean- 
time the question remains whether or 
not any personality characteristics ex- 
ist which would allow one, unambig- 
uously at least, to separate on their 
basis persons who have a high suscep- 
tibility or suggestibility from those 
who do not. 


Recently, in connection with an in- 
vestigation of the possible relationship 
of femininity to hypnotic susceptibility 
(5), the authors had the opportunity to 
administer the Guilford-Zimmerman 
Temperament Survey (3) and the Cat- 
tell Sixteen Personality Factor Ques- 
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tionnaire (2) to the subjects, thereby 
obtaining 26 personality measures, not 
counting three additional measures of 
femininity. The present article will be 
concerned only with 24 of these varia- 
bles, the femininity data having al- 
ready been reported (5). 


METHOD 


For a detailed description of the ap- 
paratus, subject sample, and proced- 
ures used, the reader will be referred 
to our previous report (5). To sum- 
marize here, a total of 200 subjects, 100 
males and 100 females, was used. Half 
of each sex group was tested for hyp- 
notic susceptibility by a male hypno- 
tist, and the other half by a female 
hypnotist. Hypnosis was induced and 
its depth measured by essentially the 
same technique and scale as described 
by Friedlander and Sarbin (3). One 
single attempt at inducing hypnosis 
was made, and the maximum depth of 
hypnosis attained was taken as a meas- 
ure of the subject’s susceptibility to 
hypnosis. Approximately one week 
prior to testing his susceptibility each 
subject was given a test battery in- 
cluding the Guilford-Zimmerman and 
the Cattell tests. The subjects were 
assigned at random to each hypnotist 
within the limitations of maintaining 
the four experimental groups equal in 
number. 


RESULTS 


Since the sex of the hypnotist had no 
influence upon the subjects’ suscepti- 
bility (5), the two subsamples of fe- 
male subjects were pooled together for 
analysis, and similarly with the two 
male subsamples. A test for curvi- 
linearity was made with respect to the 
relationship between susceptibility and 
four of the personality factors selected 
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CATTELL FACTORS 


A B C EF F G H L M N O Q: Q QQ: Q 
09 01 —02 —.17 —.04 06 00 -—.03 05 —.02 .12 .06 


GUILFORD-ZIMMERMAN FACTORS 


G R A E O F T 
11 -—.03 —.05 02 09 18 —.08 


TABLE 1. Pearson correlations of hypnotic susceptibility with the Cattell and the 
Guilford-Zimmerman factors (exclusive of factor I from the Cattell test and factor 
M from the Guilford-Zimmerman test) for 100 female subjects. 


CATTELL FACTORS 


A B C E F G@ H L M N O Q Qs Qs Q 
—.06-—.16 06 09 ~—.08-—05 12 —13 -07 —13-—.17 02 -—03 .05 —.18 


GUILFORD-ZIMMERMAN FACTORS 


G R A Ss E 10) F T P 
05 —00 06 06 10 04 —06 —06 .03 


TABLE 2. Pearson correlations of hypnotic susceptibility with the Cattell and the 
Guilford-Zimmerman factors (exclusive of factor I from the Cattell test and factor 
M from the Guilford-Zimmerman test) for 100 male subjects. 


at random. Since no curvilinearity was 
evident, it has been considered reason- 
able to compute Pearson correlations 
between all factors and susceptibility 
to hypnosis. This was done separately 
for the total male and the total female 
sample, and the results are shown in 
Tables 1 and 2. 


DISCUSSION 


Our results show a complete absence 
of statistically significant relations be- 
tween the personality variables we 
studied and hypnotic susceptibility. In 
a sense it is surprising that out of 26 
personality measures not one should 
have correlated with susceptibility. 
Part of the answer may lie in results 
reported a few years ago by Willey 
(8), but which, unfortunately, came to 
our attention too late to be taken into 
consideration. Willey also studied the 
relation of a large number of personal- 
ity measures to hypnotic susceptibility. 
He too obtained negative results when 
he examined his data in terms of the 
total subject sample. However, upon 
re-analyzing the data after classifying 
the subjects into three types on the 
basis of certain other observations, he 


found highly significant score differ- 
ences existed among the three groups 
on some of his measures. As it turns 
out, his types A and B are closely re- 
lated to what has been previously de- 
scribed as “passive” and “active” sub- 
jects respectively (6, 7), and type C 
consists of all insusceptible subjects. 
Willey has shown how the pooling of 
the three groups would naturally lead 
to negative results in his first analysis. 
He has further pointed out how some 
of the ambiguity which exists in the 
literature with regard to personality 
correlates of susceptibility may be due 
to the lack of recognition that subjects 
of different types are being used. The 
selection procedures employed by va- 
rious investigators, as well as the 
source of subjects, often have inherent 
features which make it a near certain- 
ty that the majority of subjects will 
belong to one type rather than the oth- 
er. In our own case our selection pro- 
cedure and source have made it likely 
that we would have a completely het- 
erogeneous sample containing all three 
types. It is then perhaps not so sur- 
prising that we were unable to find any 
correlations. Unfortunately, our data 
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do not allow the above three-fold 
breakdown to be made, and it is im- 
possible to test the correctness of this 
explanation. 


Willey’s observations may also ac- 
count for the fact that, quite in contrast 
to us, Barber (1) recently reported 
finding significant correlations between 
susceptibility and factors A, S, E and 
O of the Guilford-Zimmerman Tem- 
perament Survey. With as small a 
sample as he used (N of 18 as com- 
pared to our N of 200) it is entirely 
possible that his experimental proced- 
ures would have led to his using a rel- 
atively homogeneous group of subjects 
of one type. As a rough guess, and 
from Barber’s description of the sub- 
jects, we would say that his were pre- 
dominantly of type B, which, if Willey 
is correct, is probably characteristic of 
most small samples of hypnotic sub- 
jects used for laboratory investigations. 
Independently of this consideration, 
there are other possible reasons why 
our results do not agree with those of 
Barber. The range of susceptibility 
with which he worked may have been 
appreciably different from ours.’ It is 
conceivable that the above factors 
characterize individuals falling within 
one range but not another. Our rating 
of hypnotic susceptibility was probab- 
ly more severe and our induction tech- 
nique may have been somewhat less 
effective, either or both of which feat- 
ures might have influenced the final 


2 Susceptibility scores ranged from 0 
through 17 in our case. The distribution 
was of J-type with a mean of 4.79, 18.5 
per cent of the subjects scoring above 10. 


outcome. Of these various possibilities 
we feel that the first—that is, Willey’s 
results—is the more likely. 


SUMMARY AND CONCLUSIONS 


1. College students, 100 male and 
100 female, fairly representative of the 
undergraduate population, volunteered 
as subjects and were hypnotized ac- 
cording to the following schedule: 50 
men and 50 women by a male hypno- 
tist, and 50 men and 50 women by a 
female hypnotist. Hypnosis was in- 
duced by the procedure described by 
Friedlander and Sarbin, and depth of 
hypnosis was measured using the scale 
devised by these authors. With the 
exception of the sex of the subjects 
and hypnotists, every effort was made 


to keep other possible variables con- 
stant. 


2. Prior to hypnotization, each sub- 
ject was administered the Guilford- 
Zimmerman Temperament Survey and 
the Cattell 16 Personality Factors 
Questionnaire. 


3. No significant correlations could 
be found to exist between 24 factors 
measured by these two tests and hyp- 
notic susceptibility defined as the max- 
imum depth of hypnosis attained on 
one attempt to induce hypnosis. 


4. It is suggested that the absence of 
correlation and the general ambiguity 
which exists in regard to personality 
correlates of hypnotic susceptibility is 
perhaps due to the failure to recognize 
the existence of two basically different 
types of hypnotic subjects and that, in 
spite of appearances, meaningful rela- 
tionships may exist between personal- 
ity and hypnotic susceptibility. 
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FURTHER CONSIDERATIONS OF TIME DISTORTION: SUBJECTIVE 
TIME CONDENSATION AS DISTINCT FROM TIME EXPANSION? 


by Milton H. Erickson, M.D., and Elizabeth M. Erickson, B.A. 


Shortly after the publication of the 
first edition of this book, one of the 
authors of this new section (E.M.E.) 
noted a definite oversight in the devel- 
opment and explication of the concept 
of time distortion and its clinical appli- 
cations. This new section is intended 
to correct that omission and to clarify, 
from a slightly different angle, the con- 
cept of time distortion and other as- 
pects of its clinical application. 

In both the experimental and the 
clinical sections of this book, the con- 
cept of time distortion has been devel- 
oped unilaterally in relationship to the 
“lengthening” or “expansion” of sub- 
jective time. The converse manifesta- 
tion, that is, the “shortening,” “con- 
traction,” or “condensation” of sub- 
jective time has received no direct rec- 
ognition or elaboration, except for 
brief mention in discussions to estab- 
lish contrast values. However, the im- 
plications to be derived from, and the 
deductions warranted by, the experi- 
mental and the clinical sections of this 
book make apparent that time distor- 
tion as an experiential phenomenon 
may be either in the nature of sub- 
jective “time expansion” or its con- 
verse, “time condensation.” 

Though not then recognized as such, 
the first experimentally and clinically 
significant instance of hypnotic time 
condensation known to these writers 
occurred some years previous to the 
initial work basic to the first edition 


1This article is being published simul- 
taneously as an additional section in the 
second edition of Time Distortion in Hyp- 
nosis by Linn F. Cooper and M. H. Erick- 
son, which is published by The Williams 
and Wilkins Company, Baltimore. The first 
edition of this book was published in 1954. 
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of this book. The situation was that of 
a young woman trained as an hypnotic 
subject for the delivery of her first 
child. No suggestions of any sort had 
been given her concerning her percep- 
tion of time except that she would 
“have a good time” and would “enjoy 
having her baby.” 

Nevertheless, spontaneously she ex- 
perienced the following subjective phe- 
nomena: 


1. The twenty mile automobile ride 
to the hospital seemed to be remark- 
ably rapid, despite her repeated check- 
ings of the speedometer, which always 
disclosed a speed within established 
limits. 

2. The elevator ascent to the mater- 
nity floor seemed to be unduly rapid 
and in marked contrast to the definite 
slowness of subsequent rides in that 
elevator. 


3. The delivery room preparation of 
the patient seemed barely to begin be- 
fore it was completed. 


4. Nurses seemingly dashed in and 
out of the hospital room, orderlies ap- 
peared to run rapidly up and down the 
corridor, and everybody apparently 
spoke with the utmost rapidity. She 
expressed mild wonderment at their 
“hurried” behavior. 


5. The obstetrician “darted in and 
out” of the room, “hastily” checking 
the progress of her labor, and he 
seemed scarcely to complete one ex- 
amination before beginning the next. 

6. The minute hand of the bedside 
clock appeared to move with the speed 
of a second hand, an item of bewilder- 
ment on which she commented at the 
time. 
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7. Finally, she was transferred to 
the delivery room cart and was “raced” 
down the corridor to the delivery room, 
where the minute hand on the wall 
clock was also “moving with the speed 
of a second hand.” 

8. Once in the delivery room, the 
transfer to the delivery table, the 
draping of her body, and the actual 
birth of the baby seemed to occur with 
almost bewildering rapidity. 


Actually the labor lasted a total of 
three hours and ten minutes and had 
been remarkably easy and unhurried. 
Detailed inquiries to the mother su’- 
sequent to delivery, supplemented by 
various pertinent comments she had 
made during labor, served to furnish 
an adequate account of the greatly in- 
creased subjective tempo of all the ac- 
tivities comprising her total experi- 
ence. All of this, she explained, had 
“interested” her “mildly,” but she had 
been much more interested in the ar- 
rival of her baby. The interpretation 
offered at that time of her subjective 
experience was the simple jocular 
statement that she “obviously just 
couldn’t wait for the baby.” 


Cooper’s development of the concept 
of time distortion, however, makes ap- 
parent the fact that the patient, in her 
eagerness to achieve motherhood, spon- 
taneously employed the process of 
subjective time condensation, thereby 
experientially hastening a desired goal. 

The above case report is a strikingly 
illustrative example of spontaneous ex- 
periential condensation of subjective 
time. However, this phenomenon is one 
of common experience in everyday liv- 
ing. We all readily recognize how 
pleasures vanish on fleeting wings, but, 
to date, it has been primarily the poet 
who has best described time values, as 
witness: “Time travels in divers paces 
with divers persons. I'll tell you who 
Time ambles withal, who Time trots 
withal, who Time gallops withal, and 
who he stands still withal.” (Shakes- 


peare, As You Like It, Act III, Se. 2, 
lines 328 ff.) 

A common general recognition is eas- 
ily given to time condensation in daily 
living. The vacation is so much short- 
er than the calendar time, the happy 
visit of hours’ duration seems to be of 
only a few minutes’ length,—indeed, 
too many pleasures seem to be much 
too brief. Unfortunately, in the very 
intensity of our desire to continue to 
enjoy, we subjectively shorten time; 
and conversely, in our unwillingness to 
suffer, we subjectively lengthen time, 
and thus pain and distress travel on 
leaden feet. 

These spontaneous untutored learn- 
ings from everyday experiences sug- 
gest the importance of a continued and 
even more extensive study of time dis- 
tortion in both of its aspects of sub- 
jective expansion and condensation. 

In our experience as well as the ex- 
perience of various colleagues, the 
ready reversal of the usual or ordinary 
learnings of subjective time distor- 
tions seems to be limited primarily to 
learnings achieved in relation to hyp- 
nosis. In this regard, a wealth of ob- 
servations has been made on hypnotic 
subjects in both experimental and clin- 
ical situations. 

To cite an example, a dental patient, 
who had an extensive knowledge of 
hypnosis and who was definitely inter- 
ested in subjective time expansion, 
sought hypnotic training for dental 
purposes. The results achieved did not 
derive from the actual hypnotic in- 
structions given but were expressive 
of the patient’s own wishes for subjec- 
tive experiences. Dental anesthesia 
and comfort were achieved by a pro- 
cess of dissociation and regression, 
by which she subjectively became a 
“little girl again and played all after- 
noon on the lawn.” As for the dental 
experience itself, as she remembered 
experiencing it subjectively, she ad- 
justed herself in the dental chair, re- 
laxed, opened her mouth and was 
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astonished to hear the dentist say, 
“And that will be all today.” She 
surreptitiously checked her watch with 
his clock and then another clock before 
she could believe that an hour had 
elapsed. Yet, at the same time she was 
aware of the prolonged dissociative 
regressive subjective experience she 
had had as a child for an entire after- 
noon. 


Thus, within the framework of a 
single total experience, both subjec- 
tive time expansion and time conden- 
sation were achieved to further entire- 
ly separate but simultaneous experi- 
ences, that is, simultaneous as nearly 
as the writers can judge. 

Another subject, untrained in time 
distortion, was employed repeatedly to 
demonstrate hypnotic phenomena at 
the close of an hour long lecture. Af- 
ter the first few occasions, the subject 
developed a trance state at the begin- 
ning of the lecture which persisted un- 
til the demonstration was concluded. 
By chance it was discovered that there- 
after the subject inevitably misjudged 
the lapse of time by approximately the 
duration of the lecture. After repeat- 
ed observation of this manifestation, 
inquiry elicited the significant expla- 
nation from the subject, “Oh, I just 
stopped the clock. I didn’t want to 
wait all that time while you lectured.” 
By this she meant that she did not 
wish to experience the long wait for 
the close of the lecture. Instead, she 
had arrested subjectively the passage 
of time and thereby reduced it to a 
momentary duration. Or, as she ex- 
pressed it in her own words, “You see, 
that way, you start the lecture, I go 
into a trance and stop the clock, and 
right away the lecture is over and it is 
time for the demonstration. That way 
I don’t have to wait.” In other words, 
she had subjectively arrested the pas- 
sage of time and thereby had reduced 
the duration of the lecture to a seem- 
ing moment. 

That report is but one of many sim- 


ilar accounts that could be cited. One 
of us (M.H.E.) has repeatedly encoun- 
tered over a period of years, while as- 
sisting in conducting post-graduate 
seminars on hypnosis, volunteer sub- 
jects, themselves physicians, dentists 
or psychologists, who have spontane- 
ously developed time condensation. 
Furthermore, they have done this with- 
out previous training in hypnosis or in 
time distortion. 

Usually the situation in which this 
manifestation developed was. one 
wherein the teaching needs of the lec- 
ture period required the repeated 
withdrawal of the instructor’s atten- 
tion from the volunteer subject. 

One such subject, in a post-trance 
review of his hypnotic activities in an 
effort to develop a more adequate un- 
derstanding of hypnotic phenomena, 
inquired at length about the nature 
and genesis of his apparently altered 
visual perception of the lecture room 
clock. He explained that, during his 
trance state, he had been distracted 
and fascinated by his discovery of a 
repeated sporadic movement of the 
minute hand of that clock. This hand, 
he explained, did not consistently move 
slowly and regularly. Some of the 
time it did, specifically, during those 
periods when the instructor kept him 
busy at various tasks. When left to his 
own devices because the instructor’s 
attention was directed to the class- 
room, he noted that the minute hand 
“would stand still for a while, then 
jerk ahead for maybe five minutes, 
pause, and then perhaps jerk ahead 
for another fifteen minutes. Once it 
just slid around a full thirty minutes 
in about three seconds’ time. That was 
when you were busy using the other 
subject (a second volunteer). It an- 
noyed me when you kept demanding 
my attention when I wanted to watch 
that clock.” Inquiry disclosed that his 
awareness of the passage of time had 
greatly decreased. In other words, he, 
too, had “stopped the clock.” 
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Another example of the experiential 
values of time condensation relates to 
the experience of a dentist who em- 
ployed hypnosis extensively in his 
practice. Unfortunately, in the indi- 
viduality of his personal technique in 
maintaining a trance state, he condi- 
tioned his patients to a continuing suc- 
cession of verbalizations. Even more 
unfortunately, as he became absorbed 
in the intricacies of his work on the 
patient, he would find himself unable 
to verbalize. The result was that his 
patients would arouse from the trance 
state, to the mutual distress of both 
dentist and patient. One of the writ- 
ers (E.M.E.), on the basis of her own 
personal experience, suggested that he 
employ time condensation by teaching 
it to his patients so that they might 
abbreviate the time between his ver- 
balizations and thus become unaware 
of his silences. The results for that 
dentist were excellent. 

Two further instances of the clinical 
use of time condensation in the ther- 
apy of individual patients can be cited. 
The first of these is the report by one 
of us (M.H.E.) given before the Ar- 
kansas Medical Society in May 1958 on 
“Hypnosis in Painful Terminal Illness” 
and accepted for publication in 1959 
by The American Journal of Clinical 
Hypnosis. In this report an account is 
given of the teaching of time conden- 
sation, in association with other psy- 
chological measures, to a professional 
man in the last stages of painful ter- 
minal carcinomatous disease. The clin- 
ical results obtained in this patient 
definitely indicated a highly significant 
relief of the patient’s distress, a part of 
which was directly attributable to time 
condensation. Particularly for this pa- 
tient did time condensation appear to 
preclude variously a subjective aware- 
ness, memory, and anticipation of pain. 
The usefulness in this one case sug- 
gests the possibility of its utilization as 
a clinical measure of reducing subjec- 


tive awareness of physical distress and 
pain. 

As a final illustration of time distor- 
tion involving both subjective time 
condensation and time expansion in a 
complementary relationship, a clinical 
history from the practice of one of us 
(M.H.E.) is cited. In this report, an ac- 
count is given of the experimental- 
clinical therapeutic procedure em- 
ployed in the alleviation of a sympto- 
matic manifestation. 


The patient, a fifty year old socialite, 
was referred by her family physician for 
hypnotherapy. For many years she had 
suffered a yearly average of forty-five 
severe incapacitating migrainous head- 
aches, for which there had been found no 
organic basis. She had often been hos- 
pitalized for these attacks because of se- 
vere dehydration and uncontrollable vom- 
iting, and the attacks lasted from not less 
than three hours to as long as three weeks. 

Although the patient was desirous of 
therapy, she was incomprehensibly de- 
manding, dictatorial, and actually unco- 
operative as far as psychotherapeutic ex- 
ploration was concerned. She wanted all 
therapy to be accomplished, very definite- 
ly so, within four visits at intervals of 
two weeks. Hypnosis and any hypnotic 
procedures considered valuable by the 
therapist were to be employed, with the 
exception of any psychological investi- 
gative procedures. The entire situation 
was to be so handled that she was not to 
have any seriously incapacitating attacks, 
that is, attacks of over three hours dura- 
tion, in the six weeks period of her ther- 
apy. 

However, it was also her demand that, 
since she had these headaches for many 
years with great regularity, she wanted 
them to continue, but in such fashion that 
they would serve to meet her “hidden 
personality needs” but without interfering 
with her as a functioning personality. 
(The patient was intelligent, college-bred, 
well-informed, happily married, and a de- 
voted grandmother.) She suggested that 
the character of the headaches might be 
changed but not the frequency. However, 
this was but a suggestion, she declared, 
and she was content to rest this respon- 
sibility upon the therapist. 

In reply to her, the demand was made 
that the therapist required as a special 
consideration that she report yearly to 
him as a form of insurance of her therapy. 
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After careful thought, she agreed to do so 
for two years providing no fee was 
charged, but thereafter the therapist 
would secure any information from her 
family physician. 

Despite her attitude toward therapy in 
directing it, restricting procedures, and es- 
tablishing limits, she was readily accepted 
as a patient, since she presented an ex- 
cellent opportunity for a combined exper- 
imental and clinical approach. When in- 
formed of this type of acceptance, she 
agreed readily. 

The actual approach to her problem, in 
addition to being oriented to her demands, 


was based upon a combined experimental-- 


clinical procedure utilizing in sequence 
subjectively condensed and expanded ex- 
periental time, employing the one to en- 
hance the other. She proved to be an 
excellent subject, developing a profound 
somnambulistic trance within ten minutes. 


The first instruction given to her was 
that she was to accept no suggestion that 
was contrary to her wishes and to resist 
effectively any attempt to violate any of 
her instructions. Next she was told to 
execute fully all of those instructions giv- 
en her in actual accord with her expressed 
desires. In this manner, her full respon- 
sive acquiescence was secured in relation- 
ship to both her resistances and her actual 
cooperation with possible’ therapeutic 
gains. 

The therapeutic plan devised for her 
was relatively simple. The first procedure 
after the induction of a deep trance was 
to instruct her fully in the concepts of 
time expansion and time condensation. 
Then she was told that she was, without 
fail, to have a relatively severe migraine 
attack of not more than three hours dura- 
tion sometime within the next week. The 
severity of this attack and its termination 
within three hours were imperative for 
adequate therapeutic results. 


The following week, she was to have 
another and even more severe attack. It 
would differ, however, from the head- 
ache of the preceding week in that, while 
it would last in subjective or experiental 
time slightly more than three hours, it 
would last in solar time as measured by 
a stop-watch not more than five minutes. 
Both of these headaches were to develop 
with marked suddenness, and she was to 
go to bed immediately and await their 
termination. The patient was then awak- 
ened with an amnesia for her trance ex- 
periences and informed that she was to re- 
turn in two weeks time. Meanwhile, she 


was not to be disturbed or distressed by 
any headaches she might have. 

When the patient was seen two weeks 
later, she developed a trance readily upon 
entering the office. She reported that she 
had obeyed instructions fully and had ex- 
perienced two headaches. The first per- 
sisted two hours and fifty minutes, and 
the second almost five minutes. Never- 
theless the second headache seemed to be 
much longer than the first and she had 
disbelieved her stop-watch until she had 
checked the actual clock time. 

The first headache had developed at 10 
a. m. and had terminated at ten minutes 
of one o’clock. The other had begun 
sharply at ten o’clock, and she had seized 
her stop-watch for some unknown reason 
and had proceeded to lie down on her bed. 
After what had seemed to be many hours, 
the headache had terminated as suddenly 
as it had begun. Her stop-watch gave the 
duration as exactly four minutes and fifty- 
five seconds. She felt this to be an error, 
since she was certain that the time must 
be somewhere near mid-afternoon. How- 
ever, checking with the clocks in the 
house corrected this misapprehension. 

With this account completed, the next 
procedure was to outline the course of her 
therapy for the next two weeks. To in- 
sure her full cooperation instead of her 
wary acquiescence, she was instructed 
that she was first to scrutinize them care- 
fully for their legitimacy and then to an- 
swer fully a number of questions. In this 
way she was led into affirming that ten 
o’clock in the morning was a “good tiuae 
to have a headache”; that Monday morn- 
ing was the preferable day, but that any 
day of the week could be suitable if other 
matters so indicated; that on occasion, it 
might be feasible to have headaches on 
successive days and thus “to meet per- 
sonality needs” for a two weeks period 
instead of “meeting them” on a weekly 
basis of one headache per week. It was 
also agreed that she would have to con- 
sider the feasibility of having a “spon- 
taneous unplanned” headache at rare in- 
tervals throughout the year. These how- 
ever would probably be less than three 
solar hours in length. To all of this the 
patient agreed. Thereupon she was in- 
structed to have headaches of less than 
five minutes each beginning at ten o’clock 
on the next two Monday mornings. Again 
she was awakened with an amnesia and 
dismissed. 

Upon her next visit, the patient de- 
manded an explanation of the events of 
the preceding two weeks. She explained 
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that she had had two social engagements 
which she had canceled because of a pre- 
monition of a headache. In both instances 
her premonition had been correct. Both 
headaches were remarkable in her ex- 
perience. Both were so severe that she 
had become disoriented in time. Both made 
her feel that several hours had passed in 
agonizing pain but that a stop-watch she 
had felt impelled to take to bed with her 
disclosed the headaches to be only a coup- 
le of minutes in duration. 

She was answered by the statement 
that she was undergoing a combined ex- 
perimental-clinical hypnotherapy that was 
developing adequately and that no further 
explanation could be offered as yet. She 
accepted this statement after some brief 
thought and then developed of her own 
accord a deep trance state. Immediately 
she was given adequate commendation for 
the excellence of her cooperation, but no 
further explanation was offered and no 
inquiries were made of her. 

Further therapeutic work centered 
around teaching her a more adequate ap- 
preciation of subjective time values. This 
was done by having her, still in the trance 
state, determine with a stop-watch, the 
actual length of time she could hold her 
breath. In this way it became possible to 
give her an effective subjective apprecia- 
tion of the unendurable length of sixty 
seconds, to say nothing of ninety seconds. 

Against this background of stop-watch 
experience, she was given hypnotic sug- 
gestions to the effect that henceforth, 
whenever her “personality needs” so indi- 
cated, she could develop a headache. This 
headache could develop at any convenient 
time on any convenient day, and would 
last a “long, long sixty whole seconds” or 
even an “unendurably long, painfully 
long, ninety seconds.” It would quite 
probably be excruciatingly painful. When 
it was certain that the patient understood 
her instructions, she was dismissed. 

She returned in two weeks to declare it 
was her last visit, since she expected 
therapy to be concluded. Thereupon she 
developed a profound somnambulistic 
trance. She was immediately told that 
the therapist wished to review with her 
the proceedings of the previous interviews 
and the resulting events. She replied, 
“That is all so unnecessary. I remember 
perfectly everything in my unconscious 
mind. I understand and I approve and I 
will cooperate fully. Is there anything 
new you wish to tell me?” She was re- 
minded that it was possible that on rare 
occasions she might develop an “unex- 


pected, unplanned, completely spontane- 
ous headache.” 

She replied that she remembered and 
that if there were nothing more to be 
done, she wished to terminate the inter- 
view without delay. Upon the therapist’s 
assent, she roused from the _ trance, 
thanked the therapist, and stated that a 
check would be sent in three months’ 
time, at which time she would send also a 
preliminary report. 

The reports received in the next two 
years and from her physician since then 
have all disclosed that the patient bene- 
fited extensively. She has on the average 
about three “unexpected headaches” a 
year, lasting from two to four hours. At 
no time has she required hospitalization, 
as had been the case previously. 

However, once a week, with ritualistic 
care, usually at ten o’clock on a Monday 
morning, she enters her bedroom, lies 
down on the bed, and has a headache, 
which she describes as “lasting for hours 
but the stop-watch always shows it only 
lasts from fifty to eighty seconds. It just 
seems for hours. And then I’m all over 
every bit of it for another week. Some- 
times I even have those headaches on two 
successive days, and then I’m free for two 
weeks. Sometimes I even forget to have 
one and nothing happens.” 


CASE SUMMARY AND GENERAL COMMENT 


This last case history illustrates a 
number of important considerations. 
It demonstrates effectively both the 
value of the experimental psychologi- 
cal approach in psychotherapy as con- 
trasted to traditional methods, and the 
efficacy of an alleviation of a sympto- 
matic manifestation when adequate al- 
lowance and provision is made for the 
unknown personality structure and its 
resistances to therapy. Also, it dis- 
closes clinical and experimental possi- 
bilities in the varied utilization of two 
distinct aspects of subjective time dis- 
tortion. 

However, of greater significance for 
the purposes of this book, this case his- 
tory in conjunction with the material 
preceding it demonstrates the impor- 
tance experimentally, clinically, and 
experientially of subjective time dis- 
tortion whether as time expansion or 
as time condensation. 
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BOOK REVIEW 


André M. Weitzenhoffer. General Tech- 
niques of Hypnotism. New York, Grune & 
Stratton, 1957. Pp. xvi + 460. 


By Bernard E. Gorton, M.D. 


It has been symptomatic of the status of 
hypnotism as a science that since the days 
of Liébeault, Bernheim, Forel, Moll, and 
Bramwell, no major work has been pub- 
lished dealing extensively with the induc- 
tion of hypnosis and the demonstration of 
its various phenomena. One could hardly 
imagine a similar situation existing in a 
field like chemistry, in which the existence 
of comprehensive, up-to-date textbooks 
setting forth all known techniques is taken 
for granted. During the past 25 years the 
serious student of hypnosis has been han- 
dicapped in any attempt to inform himself 
concerning the existing techniques in this 
field by having to survey a widely scat- 
tered literature devoted chiefly to clinical 
or experimental applications. Most of the 
recent works on hypnotism have dealt with 
specialized applications in such fields as 
medicine and, while excellent for their in- 
tended purpose, have of necessity presented 
the particular author’s favorite approach 
and methods as applied to the particular 
experimental or clinical problem under 
consideration. One could scarcely expect 
a beginning chemist to learn general prin- 
ciples and techniques of chemistry from 
treatises on qualitative and micro-analysis. 
While many valuable contributions to tech- 
nique have been made in recent years, they 
have almost without exception been pub- 
lished in specialized journals and symposia. 
That this situation has contributed to an 
inadequate dissemination of existing knowl- 
edge and practice in the field need not be 
stressed further here. The present volume 
by Professor Weitzenhoffer of Stanford Uni- 
versity, which deals with the general tech- 
niques of hypnotism, is thus a much-needed 
addition to the literature and an attempt to 
fill a long-standing need. As such, it is an 
event of major interest and importance to 
students of scientific hypnotism and de- 
serving of detailed comment and evalua- 
tion. 

General Techniques of Hypnotism is in- 
tended to be a technical text suitable for 
teaching introductory and advanced cour- 
ses in hypnotism at the graduate level to 
professional workers. It covers those tech- 
niques that underlie the production of hyp- 
notic phenomena in general, as contrasted 
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to the specialized applications in such 
fields as psychiatry and dentistry. The au- 
thor has attempted to produce a work 
which does not presuppose any prior 
knowledge of hypnotism or require any 
collateral reading, which would be suitable 
for self-instruction, and which would 
give the student a working understanding 
of hypnosis and hypnotic phenomena. 


Professor Weitzenhoffer has brought to 
the task of writing this volume the wide 
background of scholarship, familiarity with 
the scientific and historical literature, and 
first-hand experience in the laboratory and 
clinic which were evident in his previous 
work Hypnotism, which dealt with the facts 
and theories of the subject. The present 
work is actually (1) a practical step-by- 
step guide on learning how to hypnotize 
for the beginner and the advanced student, 
(2) an exposition of a theoretical frame- 
work for the understanding of hypnosis and 
its phenomena, (3) an exposition of prac- 
tically all known induction methods and 
hypnotic techniques, and (4) a rather com- 
plete survey of much historical and ex- 
perimental material and (5) a brief review 
of practical applications. 

The first part of the book is entitled 
“Foundations” and consists of a chapter of 
preliminary remarks followed by a 53 page 
chapter on the dynamics (i.e. theory) of 
hypnosis. Part Two covers 90 pages and 
deals with “Waking Suggestions” as a pre- 
liminary to the induction of hypnosis prop- 
er. This portion includes exercises in auto- 
suggestion to be carried out by the reader 
and an extensive series of demonstration- 
experiments setting forth a variety of so- 
matic and sensory alterations. Part Three 
comprises the remainder of the volume. A 
discussion of hypnotic susceptibility and 
scales for measuring hypnotic depth is fol- 
lowed by a detailed exposition of practi- 
cally all the known methods of inducing 
hypnosis. There is much historical mate- 
rial, chemical methods of induction are de- 
scribed, there are chapters on auto-hyp- 
nosis, “animal hypnosis”, the induction of 
a variety of simple and complex hypnotic 
manifestations, and a section devoted to the 
handling of special problems, including re- 
sistance to and simulation of hypnosis. 
Mass (group) hypnosis and hypnoidization 
are dealt with as well. A brief concluding 
chapter describing various practical appli- 
cations of hypnotism is followed by an un- 
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usually complete and up-to-date bibliogra- 
phy of some 209 references. 

The author in his triple role of teacher, 
scholar, and historian has made General 
Techniques of Hypnotism a book of ency- 
clopedic scope and detailed description. The 
reader, and this reviewer, finds himself 
confronted with an embarrassment of rich- 
es which makes concise evaluation and 
criticism difficult. The comprehensiveness 
of the work with its minute coverage of 
multifarious detail is at times overwhelm- 
ing; both beginner and advanced student 
are strongly advised to follow the author’s 
directions (given in the Preface) for se- 
lecting the individual chapters best suited 
to their respective needs. In order to make 
the book useful for self-instruction, the au- 
thor has included detailed and frequently 
verbatim instructions describing word for 
word the exact suggestions to be used for 
the demonstration of the various phenome- 
na. This classroom-oriented approach in- 
tended to benefit the beginning student has 
been coupled with a sophisticated theoreti- 
cal and historical orientation that will ap- 
peal to the advanced student. There is 
“something for everybody” in this book, 
which is definitely not designed to be read 
in one sitting but should rather be consid- 
ered a vade mecum to be referred to 
repeatedly. 

The chapter on “Dynamics of Hypnosis” 
consists of a detailed discussion of the the- 
ory of hypnosis which the author first ad- 
vanced in his work Hypnotism. This 53 
page section will be difficult reading for 
the beginner but will provide the more ad- 
vanced student with a conceptual frame- 
work and rationale for the techniques pre- 
sented later on. This theoretical material 
is a valuable feature, because it tends to 
counteract much of the unthinking empiri- 
cism with its “cook-book” approach that 
characterizes too many volumes in the field, 
and it can stimulate the student towards 
a more mature, critical, and sophisticated 
orientation. Those disagreeing with Weit- 
zenhoffer’s theories will find that the re- 
mainder of the book in no way presupposes 
an acceptance of his formulations. The dis- 
cussion of the psychoanalytic theories con- 
cerning the role of transference in the hyp- 
notic situation in this section is the best 
known to this reviewer anywhere in the 
literature. 

The author now proceeds to guide the 
student to the induction of hypnosis via the 
medium of “waking suggestions”, proceed- 
ing from the simple to the complex. Since 
many, if not all, of the phenomena dis- 
cussed in this section are encountered at 


one time or another in the hypnotic state 
proper, the reader will do well to recall 
the author’s statement on page 46 that 
“objective measures aimed at differentiat- 
ing hypnosis from non-hypnotic conditions 
have been relatively unsuccessful” and that 
so-called waking suggestibility and hyp- 
notic suggestibility lie on a continuum. 

In this second portion of the book there 
are no less than 30 separate demonstration- 
experiments, starting with exercises in 
auto-suggestion to be carried out by the 
reader himself. It is here that one is first 
obliged to question whether the author’s 
scholarly and didactic enthusiasm may not 
have led him astray. We find some 14 pages 
devoted to the Chevreul pendulum alone, 
and the section abounds with commands, 
challenges, verbatim instructions, and dia- 
grams. In introducing the beginning stu- 
dent to simple demonstrations of sensory 
and motor phenomena, the author based 
this first part of his practical instruction 
upon an almost exclusively authoritarian 
approach to the hypnotic subject. As a 
result, he runs into the definite danger of 
inculcating a rigidity of method and ap- 
proach while attempting to provide the be- 
ginner with a firm foundation of technique. 
A disturbing flaw here is the inclusion at 
considerable length of many “demonstra- 
tions” much better suited to the vaudeville 
stage than to the classroom or clinic. Such 
procedures as “making the subject walk 
with a limp,” “preventing the subject from 
either opening or closing his mouth,” not 
to speak of “making the subject kneel or 
crawl” (illustrated by means of line draw- 
ings) are undignified and histrionic ma- 
neuvers, inappropriate to serious scientific 
work. They are all the more regrettable, 
since this 90 page section is one of the 
longest single portions of the volume and 
the one most apt to impress the beginner. 
In justice to the author, it should be point- 
ed out that he frequently reminds the read- 
er of the need for individualizing tech- 
niques and being flexible in one’s approach 
to the inter- and intra-personal needs of 
the subject. However, one cannot help but 
wonder whether the beginner, especially 
when working without supervision, will not 
be carried away by a desire for impressive 
and theatrical “demonstrations” instead of 
learning to attune himself to the needs of a 
subtle inter-personal relationship geared to 
the inner needs of his subjects. One wishes 
that more time had been spent at an early 
period in the book on detailed case proto- 
cols designed to impress upon the begin- 
ning student the need for learning that 
successful hypnotic work, whether experi- 
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mental or applied, and the induction of 
deep trances is much more dependent upon 
the cooperation of a willing and interested 
subject than on dramatic manipulations by 
the operator. 


Part Three of the book deals with the in- 
duction of hypnosis proper. Tests of hyp- 
notic susceptibility are discussed quite 
fully, limitations of existing tests pointed 
out, and recommendations made concern- 
ing the design and construction of new 
scales. Almost every known _ induction 
technique is presented most thoroughly and 
completely, and it seems likely that it is 
this part of the book which will prove most 
useful and instructive to the largest single 
group of readers. The fractionation meth- 
od is especially well described, as are the 
various so-called “waking” or “sensori- 
motor” techniques culled from the litera- 
ture. One wishes that some of these had 
been presented in more detail, and that less 
space had been devoted to the induction of 
“hypnosis” by drugs such as the various 
barbiturates and other agents, since the ev- 
idence is by no means convincing that the 
psychophysiological state thus induced is 
actually identical with hypnosis. Thus, one 
questions whether the rather lengthy dis- 
cussion of the use of Scopochlorase on page 
260 ff., interesting as this may be from an 
academic standpoint, actually belongs in a 
book of this sort. 


This reviewer was disappointed that the 
important topic of “Depth Hypnosis and Its 
Induction,” consisting of a recapitulation of 
Erickson’s classic paper on the subject, was 
dealth with in only 9% pages (cf. the 14 
pages devoted to the Chevreul pendulum!) 
It is regrettable that at this point the au- 
thor failed to give more verbatim descrip- 
tions of the induction procedures involved. 
In view of the importance of deep hypnosis 
for research and clinical work, a statement 
of the author’s own experience with these 
methods would have been of great value. 
One looks also in vain for a detailed de- 
scription of how to induce and maintain the 
famous “plenary trance,” which has been 
referred to by many but described in scien- 
tific detail by none so far as this reviewer 
is aware. In this portion of the book the 
author’s penchant for obscure historical 
material comes to the fore; this may prove 
of dubious value, and actually be confus- 
ing, in a work primarily devoted to in- 
struction, even though it holds interest for 
the scholar. We find a detailed recitation 
of Mesmer’s original techniques (pp. 278 
ff.), a section on “hypnosis by passes” on 
page 295 ff., as well as a 7 page discussion 


of Charcot’s hypnotic techniques and his 
now obsolete theoretical formulations. 

The chapter on auto-hypnosis is by far 
the best discussion of this topic known to 
this reviewer. The author cogently points 
out that “self-hypnosis” which is learned 
by post-hypnotic suggestion cannot be said 
to be truly auto-hypnosis, since it origi- 
nates in a hetero-suggestive situation. His 
use of tne term mediated self-hypnosis de- 
serves to be more widely used in this con- 
nection. The author’s own technique for 
true self-hypnosis is strongly recommended 
to anyone interested in exploring true auto- 
hypnosis. 


The following portions of the book con- 
tain a great deal of excellent material 
which will be of interest to the advanced 
student. The author stresses the need for 
obtaining as deep a trance as possible and 
for giving the subject an opportunity to re- 
orient himself into the suggested situation, 
with complex phenomena being brought 
about gradually in a step-by-step fashion. 
There is good and ample discussion of post- 
hypnotic suggestion, post-hypnotic amnesia, 
and enabling the subject to open his eyes 
and talk while in the trance state. In his 
description of hypnotic age regression the 
author justly points out that “regressions 
probably are potentially the most danger- 
ous of all hypnotic phenomena” because of 
the possibility of inadvertently returning 
the subject to a highly traumatic episode in 
his past life. Weitzenhoffer’s own tech- 
nique for producing regressions is described 
in some detail, and here the use of non- 
verbal signals is an important technical 
point that deserves to be more widely 
known and applied. The description of the 
specialized advanced techniques deals with 
the induction of complexes and neurotic 
behavior, the demonstration of various phe- 
nomena of the psychopathology of every- 
day life (based on the work of Erickson) 
and a more detailed consideration of hyp- 
notic regression and revivification. These 
sections are very well done and should 
provide the advanced worker with a wealth 
of useful data hitherto only to be found in 
the professional journal literature. A sec- 
tion dealing with the special problems of 
hypnosis takes up the handling of resis- 
tances, the underlying dynamics and vari- 
ous ways of meeting these situations. In 
discussing the problem of simulation of 
hypnosis, the author makes a valuable ori- 
ginal contribution by showing how a sim- 
ple test of perceptual transcendance (p. 
358), which he first described, can be used 
as a test for the presence or absence of the 
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trance state (p. 409). This test, which de- 
serves to be called the “Weitzenhoffer 
test,” involves the hallucination by the 
subject of a figure on the back of a 
playing card chosen at random from a 
pack of cards and its later recognition 
among cards chosen at random. 

In the final chapter there is discussion 
of the various applications of hypnotism in 
psychological research, medicine, dentistry, 
and psychotherapy. The concluding bibli- 
ography contains many primary sources in- 
valuable for the beginner as well as the 
more experienced student. 

Scattered throughout the book are a host 
of original and stimulating ideas drawn 
from the author’s own experience as a clin- 
ician and teacher and his thorough famili- 
arity with the relevant literature. To men- 
tion only a few, the use of “mock hyp- 
nosis” using “pseudo-subjects” who simu- 
late a trance for training purposes in the 
classroom appears to be an excellent and 
original procedure. The use of simple ex- 
periments in auto-suggestion, such as the 
Chevreul pendulum, can help the beginner 
to learn at first hand about the nature of 
suggestion. There are many useful and 
sound suggestions that will prove stimu- 
lating and provocative to readers at all 
levels of competence in the field. 


It is needless to state that the wealth of 
references, the interesting historical data 
and the insistence upon a_ theoretical 
framework all help to make this book a 
sine qua non for anyone seriously inter- 
ested in acquiring the necessary founda- 
tions for hypnotic work and that the many 
excellent features of the book by far out- 
weigh the criticisms mentioned above. Ina 
work of such scope, each reader inevitably 
will find himself wishing that certain top- 
ics had been covered more fully. This re- 
viewer was surprised at the complete omis- 
sion of the topic of time distortion (the 
phrase does not occur in the index) which 


by now can surely be classed as one of the 
general techniques of both experimental 
and clinical hypnosis. The use of the “post- 
hypnotic induction technique” for the de- 
tection of trance-simulation could also 
have been mentioned. 

On balance, the advanced and more so- 
phisticated techniques of hypnotic induc- 
tion have been somewhat slighted, from the 
standpoint of space and detailed descrip- 
tion, in favor of simpler methods which 
the author felt best suited to classroom 
demonstration. In this reviewer’s opinion, 
the author has been insufficiently critical 
of the various “mechanical” techniques 
drawn from the literature and has not al- 
ways emphasized sufficiently the desira- 
bility for centering all hypnotic procedures 
about the subject and his needs. True, he 
mentions this at various points, but he has 
not illustrated it sufficiently by concrete 
and detailed example. This reviewer is 
aware that the shortcomings of the volume 
are most likely the result of a commend- 
able desire to attain comprehensiveness and 
to provide material suited to the classroom 
and self-instruction. 

To summarize, General Techniques of 
Hypnotism describes practically all of the 
known techniques for inducing hypnosis 
and its many phenomena, provides much 
needed historical, theoretical, and experi- 
mental background and in the main meets 
most successfully its goal of providing a 
text suitable for professional courses of 
instruction in hypnotism at the beginning 
and advanced levels. One hopes that in a 
future edition there may be some deletion 
of the emphasis on material that mars 
what is otherwise an excellent book, which 
unquestionably will serve as a _ standard 
textbook and reference volume for a long 
time to come. All those interested in the 


advancement of scientific hypnotism owe a 
debt of gratitude to Professor Weitzenhoffer 
for this fine contribution to the literature. 
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BY-LAW NO. 1 OF 
THE ACADEMY OF APPLIED PSYCHOLOGY IN DENTISTRY 


BY-LAW NO. 1 of the Academy of Ap- 
plied Psychology In Dentistry (hereinafter 
referred to as the “Academy’’) relating to 
its constitution and generally to the con- 
duct of its affairs. 


Be It ENACTED AND It IS HEREBY ENACTED 
as By-law No. 1 of the Academy as follows, 
that is to say: 


GENERALLY 


1. Preamble: This Academy was con- 
ceived and organized as a national organi- 
zation by a number of established local 
groups of dentists, who became affiliated 
with the Academy for the purpose of thus 
enlarging and improving the facilities and 
opportunities of their members for the dis- 
cussion and exchange of helpful informa- 
tion concerning matters of mutual profes- 
sional interest. After such organization, 
other such local groups became affiliated 
with the Academy for the same purpose; 
and, as a consequence of such affiliations, 
all the members of such affiliated groups 
(each of which is hereinafter referred to 
as an “Affiliate”) became members of the 
Academy, the entire membership of which 
at any time is composed of all the mem- 
pers of all its Affiliates at any such time. 


2. Vujects: The objects and purposes of 
the Academy are and shall continue to be: 

(a) to cultivate and promote the study 
by its members of hypnotic and psycho- 
therapeutic techniques, as applicable and 
desirable in dental practice; 

(b) to enlarge and improve the facilities 
and opportunities of its members for the 
discussion and exchange of helpful infor- 
mation concerning such techniques; 

(c) to issue notices and bulletins to its 
Affiliates from time to time containing rec- 
ommendations dealing with the study and 
practice of such techniques, and references 


to available literature dealing with such 
techniques; 


(d) to publish or to assist in the publi- 
cation of an appropriate Journal for distri- 
bution among its members without cost; 


(e) to promote and encourage the devel- 
opment and establishment of acceptable 
standards of professional training and ade- 
quacy in the use of such techniques; and 


93 


(f) to do and perform and cause to be 
done and performed such further and other 
acts and things as may be deemed con- 
ducive to the attainment of its above men- 
tioned objects and purposes. 


GOVERNMENT 


3. Authority: The Academy is hereby 
authorized to enact such by-laws, and make 
such rules and regulations not contrary to 
law, as it may deem necessary or desirable 
for the good government and management 
of its affairs, and especially concerning the 
qualification, classification, rights, privi- 
leges, admission, and expulsion of mem- 
bers; the fees and dues which it may deem 
desirable to impose; and the number, pow- 
ers, duties, and mode of election of its offi- 
cers, boards, committees, and sub-commit- 
tees; and, in the manner hereinafter pre- 
scribed, it may repeal or amend, whenever 
at any time and from time to time it may 
be deemed necessary or desirable, all or 
any such by-laws, rules, or regulations. 


4. Officers: The officers of the Academy 
are and shall continue to be a President, 
his predecessor in that office who shall be- 
come and be designated the Past President, 
a First Vice-President, a Second Vice- 
President, a Secretary, and a Treasurer, 
and such additional officer or officers as 
shall be appointed at any time and from 
time to time when deemed advisable, by a 
written appointment signed by all the 
above-mentioned designated officers, or by 
an appropriate amendment of this by-law. 


5. Board of Governors: The supreme 
governing body of the Academy shall be 
its Board of Governors (hereinafter re- 
ferred to as the “Board’’) which shall con- 
sist of all its above-mentioned officers and 
such other members of the Academy (not 
exceeding three in number) as the Presi- 
dent may appoint to the Board. 


6. Committees: The Board shall have 
the right, at any time and from time to 
time, by majority vote to appoint Standing 
Committees or Special Committees (con- 
sisting of members of the Board) with 
such powers and duties as may be enu- 
merated in the resolution of appointment. 
The President, acting alone, shall have the 
same right of appointment; and the pow- 
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ers and duties of any committee so ap- 
pointed by him shall be enumerated in his 
notice of appointment. 

7. Fiscal Year: The fiscal year of the 
Academy shall end on the last day of De- 
cember in each year. 


MEMBERSHIP 


8. Applications: The Academy will not 
consider or deal with any individual appli- 
cations for membership. However, a local 
group of dentists, having 10 or more mem- 
bers, may make a written application for 
affiliation with the Academy, the accept- 
ance of which will constitute and effect the 
admission of all the members of the appli- 
cant to membership in the Academy. The 
form of application, which will be supplied 
by the President on request, shall be 
signed on behalf of the applicant by its 
duly authorized officers in that behalf; and 
it shall be mailed to the President, to- 
gether with a copy of the constitution of 
the applicant, a list, in alphabetical order, 
of the full names and addresses of all its 
members who are qualified dentists, a list, 
in alphabetical order, of the full names, 
addresses and professions of all its mem- 
bers, if any, who are not qualified dentists, 
a list of its officers, and the full name and 
address of its officer (or of each of its offi- 
cers) who is authorized, on its behalf, to 
correspond with the Academy. 

9. Affiliation: The applicant, upon re- 
ceiving notice of acceptance of its appli- 
cation, shall forward to the President its 
certified check for membership dues for 
the then current calendar year, for each of 
its members, at the then prevailing rate; 
and upon payment thereof the applicant 
will become an Affiliate of the Academy, 
such of the members of the applicant as 
are qualified dentists will become Regis- 
tered Members of the Academy and such 
of the members of the applicant, if any, as 
are not qualified dentists will become Affil- 
iated Members of the Academy. In due 
course thereafter the Academy will cause 
to be issued and forwarded to the applicant 
an appropriate certificate of its affiliation 
with the Academy and appropriate certifi- 
cates of membership for delivery to each 
of its members. 


10. Membership Classification: There 
shall be no distinction made between Reg- 
istered Members and Affiliated Members of 
the Academy, save and except that Affili- 
ated Members of the Academy will not be 
eligible to be appointed, nominated or 
elected to its Board, or as one of its offi- 
cers, or to act as an authorized delegate of 
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any Affiliate to the annual general meeting 
of the Academy. 


11. Renewal of Membership: Any Affil- 
iate desiring at any time and from time to 
time to renew, for the following calendar 
year, its affiliation with the Academy and, 
as well, the membership of its members in 
the Academy, shall do so by forwarding to 
the President its certified check for mem- 
bership dues for the following calendar 
year, for each of its members at the then 
prevailing rate, and all the material here- 
inbefore referred to in paragraph No. 8, 
revised and corrected up to date: Provided 


that another copy of its constitution shall | 


not be required unless, theretofore, sub- 


stantial amendments shall have been made | 


to the latest constitution, of which a copy 
shall have been supplied to the President. 
In due course thereafter the Academy will 
cause to be issued and forwarded to the 
Affiliate an appropriate certificate of the 
renewal of its affiliation with the Academy 
for the next following calendar year and 
appropriate certificates of the renewal of 
the membership of each of its members in 


the Academy for the next following cal- | 


endar year. 


12. Termination of Membership: The af- 
filiation with the Academy of any Affiliate 
and, as well, the membership in the Acad- 


emy of all its members may be terminated | 
at any time as at the end of the then cur- | 
rent calendar year, arbitrarily and without » 
assigning any reason therefor, by either the | 


Academy or the Affiliate by notice in writ- 


ing from either of them to the other of | 


them, containing therein a certified copy of 
its resolution authorizing such termination 
passed by the Board or passed by the Affil- 
iate, as the case may be. 


13. Voting Rights: On or before Sep- 
tember 30th of each year, each Affiliate 
shall appoint or elect from its Registered 
Members the number of delegates to which 
it shall be entitled as hereinafter set forth, 
who will have the exclusive right to rep- 
resent it and vote for it at all general 
meetings of the Academy, and shall give 
written notice to the President containing 
the names and addresses of such delegates. 
An Affiliate shall be entitled to one dele- 
gate, if it has more than nine members 
and less than 25 members; two delegates, 
if it has more than 24 members and less 


than 75 members, and three delegates, if it , 


has more than 74 members. 


14. Annual Meeting: A general meeting 
of the Academy (hereinafter referred to as 
the “Annual Meeting”) shall be held early 
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in each calendar year for the election of a 
Board and of officers for the following term 
of office and for the transaction of such 
further and other business as customarily 
is transacted at an annual meeting. At 
least six weeks notice thereof shall be giv- 
en to all the members of the Board and to 
all its officers, to all its Affiliates, and to 
all the duly authorized delegates of such 
Affiliates. Notwithstanding anything to the 
contrary hereinbefore or hereinafter con- 
tained, the delegates to an Annual Meeting 
shall have the exclusive right thereat to 
vote and to exercise all the rights and 
powers of the Academy and of its Board. 
The President shall act as Chairman, and 
the Secretary shall act as Secretary, at ev- 
ery Annual Meeting, but neither of them 
shall have the right to vote thereat, except 
in his capacity as a duly appointed dele- 
gate (if he is one) of the Affiliate of which 
he is a member, and no delegate shall be 
entitled to more than one vote, except as 
proxy for another duly appointed delegate 
of the Affiliate of which he is a member, 
as set forth in the next following para- 
graph. Each Affiliate shall advise all its 
members of the time and place of each 
Annual Meeting and shall advise them that 
all of them have the right, as guests, to at- 
tend each Annual Meeting, but (save as 
aforesaid) not to participate in any busi- 
ness transacted thereat. 


15. Proxies: If any delegate or delegates 
duly appointed by any Affiliate as afore- 
said should fail to be present at any An- 
nual Meeting, the remaining delegate of 
that Affiliate (if there be such a remain- 
ing delegate) or the remaining delegates 
(jointly) of that Affiliate (if there be more 
than one such remaining delegate) shall 
have the right, by proxy, to exercise the 
vote of each duly appointed absent delegate 
of such Affiliate. Save as aforesaid, no vote 
can be exercised by proxy. 


POWERS AND DUTIES OF THE BOARD 
AND OF OFFICERS 


16. Meetings of the Board: The Presi- 
dent (if and when he deems it necessary to 
do so, or upon receiving a written request 
to do so from any three other members of 
the Board) shall cause a meeting of the 
Board to be called and held. At least ten 
clear days notice of the time and place of 
any such meeting shall be mailed, by regis- 
tered post, to each member of the Board; 
but in case or cases of emergency, such 
notice may be given by telephone. A 
meeting of the Board may be held at any 
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time, however, if all the members of the 
Board are present thereat. 


17. The President: The President shall 
preside at all Academy meetings, and he 
shall perform such other duties incidental 
to the office of President. The First Vice- 
President shall perform the duties of the 
President in the event of the absence or 
disability of the President, and the Second 
Vice-President shall perform the duties of 
the President in the event of the absence 
or disability of the President and the First 
Vice-President. 


18. The Secretary: The Secretary shall 
issue, or cause to be issued, notices for all 
meetings of the Board, except in any case 
or cases of emergency as aforesaid, and for 
the Annual Meeting of the Academy; and 
he shall keep minutes of all meetings, have 
charge of the minute books of the Academy 
and of the Board, and perform such other 
similar duties as may be assigned to him 
by the President. 


19. The Treasurer: The Treasurer shall 
have the care and custody of all the funds 
and securities of the Academy and shall 
deposit the same in the name of the Acad- 
emy in such bank or banks, or with such 
depository or depositories, as the Board 
may direct. Unless otherwise provided by 
a resolution of the Board he shall sign all 
checks, drafts, and orders for the payment 
of money, and he shall pay out and dis- 
pose of the same as the Board shall direct. 
He shall exhibit his books and accounts at 
all reasonable times to any officer of the 
Academy, whenever requested to do so; 
and he shall perform all duties incidental 
to his office, or which may be assigned to 
him by the Board. He shall give such bond 
for the faithful performance of his duties 
as the Board shall require. 


20. Delegation of Duties: In case of the 
absence or inability to act of any officer of 
the Academy, or for any other reason that 
may be deemed sufficient, any three offi- 
cers of the Academy, by memorandum in 
writing signed by all of them, may ap- 
point and direct any other member of the 
Board temporarily to exercise all or any 
of his powers and duties. 


21. Tenure of Office: The members of 
the Board and the officers of the Academy 
shall remain in office from the date of their 
election until the date of the next following 
Annual Meeting, and more than one office 
may be held by any member of the Board. 

22. Vacancies: If the office of any of the 
officers of the Academy should become va- 
cant, another member of the Board or, in 
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the alternative, any other Registered Mem- 
ber of the Academy may be appointed to 
fill such vacancy until the date of the next 
following Annual Meeting by the Presi- 
dent, with the written consent of at least 
two other members of the Board, or by the 
Board, by resolution passed by a vote of 
the majority of its members at a meeting. 


NOMINATIONS AND ELECTIONS 

23. Nominations: The nomination of a 
member of the Academy to the Board or as 
one of its officers, shall not be received or 
accepted unless or until, theretofore, he 
shall have signed and deposited with the 
Secretary a written consent to his nomina- 
tion, and undertaking, if elected, to accept 
office and assume and perform the duties 
thereof. 

24. Elections: The election of a member 
of the Board or of an officer of the Acad- 
emy shall require a vote of a majority of 
all the Registered Members present and 
voting at its Annual Meeting. 


RULES OF PROCEDURE 

25. Amendment of By-laws: This by-law 
and any other by-laws of the Academy may 
be revoked or amended, either wholly or 
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in part, at any time at a meeting of the 
Board, by a vote of three-fourths of its 
members present thereat, by a written res- 
olution signed by all the members of the 
Board, and at an Annual Meeting, by a 
vote of three-fourths of the delegates pres- 
ent thereat. 


26. Procedure: As soon as may be con- 
venient, the Board shall enact and publish 
an administrative by-law, prescribing such 
forms as may be deemed necessary or ad- 
visable, establishing prerequisites for nomi- 
nations and elections at Annual Meetings, 
and establishing rules of procedure and the 
order of business to be followed at meet- 
ings. 

27. Parliamentary Authority: The man- 
ual “Practical Parliamentary Procedure” by 
Rose Marie Cruzan shall govern such pro- 
ceedings of the Academy as are not here- 
inbefore set forth. 


Enacted and passed by the Board the 
third day of February 1957. 


Ralph M. Singer, President 
Gordon J. Fimio, Secretary 


| 
| 


| 
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BIOGRAPHICAL NOTES ON ASSOCIATE EDITORS 
OF THIS JOURNAL 


BERNARD E. GORTON, born in Vienna, came to the United States 
in 1941. He received his premedical education at Bowdoin College (A.B. 
cum laude), and he received the degree of M.D. from Syracuse University 
College of Medicine in 1951. After a year of internship he was a resident 
in psychiatry from 1952 to 1953 at the New York State Psychiatric Institute 
at the Columbia-Presbyterian Medical Center. From 1953 to 1955 he was 
a Captain in the U. S. Air Force Medical Corps, acting as Chief of the 
Neuropsychiatric Clinic and also as electroencephalographer at the 3750th 
U. S. Air Force Hospital. After leaving the armed forces he completed 
his psychiatric training at the Syracuse Psychopathic Hospital as senior 
psychiatrist. Since 1957 Dr. Gorton has been in the private practice of 
psychiatry and neurology and a member of the staffs of the Graduate 
Hospital of the University of Pennsylvania and of the Philadelphia Psy- 
chiatric Hospital. He is also a clinical assistant in the Division of Psychi- 
atry, Graduate School of Medicine, University of Pennsylvania. Dr. Gor- 
ton is well known for articles published in the Psychiatric Quarterly on 
the physiology of hypnosis, upon which is based his contribution to 
Hypnosis in Modern Medicine, edited by Dr. Jerome Schneck. He is a 
member of the American Medical Association, the American Psychiatric 
Association, and the Society for Clinical and Experimental Hypnosis, and 
he is a Fellow of the American Society of Clinical Hypnosis. 


THEODORE E. MANDY is a B.A. and an M.D. (1934) of George 
Washington University. In association with his brother Arthur, a psy- 
chiatrist, he began the practice of obstetrics and gynecology in Baltimore 
in 1938. From the beginning he became interested in the psychosomatic 
aspects of his specialty, and in 1948 he and Arthur Mandy set up the first 
Obstetrical and Gynecological Psychosomatic Clinic at Sinai Hospital in 
Baltimore. Since then the two brothers have written individually and as 
co-authors many articles on psychosomatic aspects of obstetrics and gyne- 
cology, including “natural childbirth,” and they hope to complete in the 
near future a book, The Troubled Female. In 1953 Dr. Mandy, with other 
men in medicine, psychology, and dentistry, was instrumental in forming 
the Maryland Society of Clinical Hypnosis and was its Chairman until 
1957; since then he has been Chairman of its Executive Board. In 1958 
he was elected Vice-President of the Baltimore-Washington Section of the 
Society for Clinical and Experimental Hypnosis. Since 1957 he has been 
a member of the staff of Seminars on Hypnosis. He is a Fellow of the 
American Society of Clinical Hypnosis and Chairman of the Program Com- 
mittee for the first annual meeting. His principal professional member- 
ships, in addition to those already mentioned, are in the American College 
of Obstetrics and Gynecology, International College of Surgeons, American 
Medical Association, and the International Fertility Association. Among 
his extra-professional activities he reports private flying from 1944 to 1948 
and an interest in British racing cars. 
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BIOGRAPHICAL NOTES 


MARGARET MEAD, an anthropologist of international renown, de- 
scribes herself as a specialist in “education and culture, the relationship 
between character structure and social forms, personality and culture, 
cultural aspects of problems of nutrition, mental health, family life, cross- 
national relations, national character, and cultural change.” Only a few 
facts about her, selected from many, will be given, since the mere listing 
of her books, technical monographs, awards, lectureships, and academic 
honors would require several pages. 


She has spent many years living among various peoples of the South 
Seas, and in this work she had to learn to speak seven primitive languages. 
She has studied comparative trance behavior in various Oceanic cultures 
and is the author and narrator of the sound-track of a film, “Trance and 
Dance in Bali,” which is one of seven which she has done. A few of her 
books based on her field work are Coming of Age in Samoa, Growing Up 
in New Guinea, Sex and Temperament in Three Primitive Societies, New 
Lives for Old, Balinese Character: a Photographic Analysis (with Gregory 
Bateson) and Growth and Culture: a Photographic Account of Balinese 
Childhood (with Frances Macgregor). Dr. Mead is also interested in 
studying so-called civilized cultures in the light of what she has learned 
about small, homogeneous, stable societies. 


Dr. Mead is a Fellow of the American Orthopsychiatric Association, 
a member of the Board of Directors of the American Association for the 
Advancement of Science, Past President of the World Federation for 
Mental Health, Visiting Professor of Anthropology in the Department of 
Psychiatry of the University of Cincinnati, and will be Sloan Visiting 
Professor at the Menninger Foundation in the spring of 1959. Last year 
she was Ernest Jones Lecturer of the British Psychoanalytical Society and 
the Terry Lecturer at Yale. Her permanent appointments in New York 
are as Associate Curator of Ethnology at the American Museum of Natural 
History and Adjunct Professor of Anthropology at Columbia University. 
Her lucid and attractive style of writing has obtained for her a large 
readership, both lay and professional. 


FRANK A. PATTIE, born in Winchester, Tennessee, received the 
degree of B.A. at Vanderbilt University in 1922 and three years later the 
degrees of A.M. and Ph.D. from Harvard and Princeton, respectively. He 
came to the University of Kentucky in 1947 as Professor of Psychology. 
His interest in hypnosis began while he was a student of William Mc- 
Dougall and Morton Prince at Harvard. Dr. Pattie was a lecturer at the 
Symposium on Hypnosis organized by Dean Roy M. Dorcus at the Univer- 
sity of California at Los Angeles in 1952, and he contributed three chapters 
to Hypnosis and its Therapeutic Applications, edited by Dr. Dorcus. He 
is the author of numerous articles in scientific journals on audition, animal 
behavior, stuttering, history of medicine, and hypnosis. From 1955 to 
1957 he was Vice-President of the Society for Clinical and Experimental 
Hypnosis. He is a Diplomate in Clinical Psychology and a Fellow of the 
American Psychological Association, the Academy of Psychosomatic Medi- 
cine, and the American Society of Clinical Hypnosis. 


BIOGRAPHICAL NOTES 


IRVING I. SECTER received the degree of D.D.S. from the Chicago 
College of Dental Surgery, Loyola University, in 1929 and, except for the 
period of the second World War, has practiced in Chicago since that date. 
He became interested in dental hypnosis about 15 years ago. His studies 
in this field made him feel the need for further knowledge of psychology, 
and he enrolled in courses in psychology and statistics at Northwestern 
University. He is now working on a thesis for the master’s degree in 
psychology at Roosevelt University, the subject of which is hypnotizability 
as a function of the subject’s attitude toward hypnosis. At Roosevelt Dr. 
Secter has been a teacher in courses on hypnosis, and he is the author of 
several papers on hypnosis and its applications. During World War II 
he served in the Army Air Force, and since then he has also served in the 
organized reserve corps and in the National Guard. The Chicago Society 
of Clinical Hypnosis recently chose him as President, and he is Past Presi- 
dent and a Fellow of the Chicago Academy of Dental Psychosomatics, a 
Fellow of the American Society of Clinical Hypnosis, and a member of the 
American Dental Association, the Society for Clinical and Experimental 
Hypnosis, and a number of other professional organizations. He was the 
Editor of The Journal of Hypnosis and Psychology in Dentistry, which was 
until 1958 the official organ of the Academy of Applied Psychology in 
Dentistry. Many of our readers have met Dr. Secter as a speaker or 
clinician at the meetings of several dental societies and other groups inter- 
ested in the study of hypnosis. Dr. Secter prefers to be known as a psycho- 
logically oriented dentist and not as a “hypnodontist.” 


ANDRE’ M. WEITZENHOFFER was born in Paris, France, in 1921. 
His education in the fundamental sciences before he began his work in 
psychology was unusually extensive. He has the degree of B.S. from the 
Massachusetts Institute of Technology with physics as his major subject, 
master’s degrees in mathematics and biology from Brown University, and 
the A.M. and Ph.D. degrees in psychology of the University of Michigan. 
He published his first book, Hypnotism: an Objective Study in Suggesti- 
bility, before he received his doctorate. His second book, General Tech- 
niques of Hypnotism, appeared in 1957. He is a member of the American 
Physical Society, the Mathematical Association of America, the American 
Psychological Association, the Western Psychological Association, and the 
San Jose Society of Clinical Hypnosis. He is a Fellow of the American 
Society of Clinical Hypnosis and of the Society for Clinical and Experi- 
mental Hypnosis. In the latter Society he is a member of its Committee 
on Ethical Practices. He is an Advisory Editor for the Publication Society 
of the Institute for Research in Hypnosis. Recently he was a Fellow of 
the Center for Advanced Study in the Behavioral Sciences, and he has 
held Public Health Service and National Science Foundation Fellowships. 
In addition to his books he has contributed numerous articles on hypnosis 
to scientific journals. Other fields of interest which he reports are percep- 
tion, physiology and pharmacology, psychodynamics, psychotherapy, and 
laboratory instrumentation. At present he is Assistant Professor of Psy- 
chology at Stanford University. 
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Four cultianding works 


GENERAL TECHNIQUES OF HYPNOTISM 


Anpre’ M. WEITZENHOFFER, Ph.D., Stanford University 


. . Should well fulfill its author’s intended purpose—a source book ‘for 
teaching introductory and advanced courses in hypnotism at the graduate 
level.’ ... Step-by-step procedures for a greater number of basic hypnotic 
induction technics are outlined and numerous variations are presented. 
Consideration is given to advanced technics and specialized problems of 
hypnosis, and sufficient background in the dynamics and historical aspects 
...is integrated with, but does not obscure, the primary purpose . . . Those 
portions of the text devoted to waking suggestions and autosuggestion 
are worthy of special mention . . ."_—JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION. (476 pp., 43 illus., $11.50) 


MEDICAL HYPNOSIS 
LEwIs R. Wo.LBERG, M.D. 
Vol. I: Principles of Psychotherapy Vol. II: Practice of Hypnotherapy 
(460 pp., $6.00) (520 pp., $7.00) 


“Any psychotherapist who wants to include the technique of hypnosis in 
his therapeutic armamentarium will find much invaluable help in these 
two volumes. The presentation of hypnotic induction and the practicalities 


of specialized hypnotic techniques are excellent . . . ’—PSYCHOANALYTIC 
QUARTERLY. 
HYPNOANALYSIS HYPNOTISM TODAY 
Lewrs R. M.D. Leste M. LeCron, B.A., and 
JEAN BORDEAUX, Ph.D., 


“Probably the best work on the subject ; 
thus far published . . . "—BULLETIN OF 


THE MENNINGER Cuintc. (353 pp., $5.00.) “To anyone interested in hypnosis this 
book will be of interest, whether lay- 


at your bookstore, or man, student or practitioner . + COM- 
mands attention and interest from cover 

order on approval from to cover... highly recommended.”— 
DISEASES OF THE Nervous System (287 
pp., $4.50.) 


GRUNE & STRATTON, INC. 


381 Fourth Avenue, New York 16, N. Y. 


When writing advertisers please mention the AMERICAN JOURNAL OF CLINICAL HyPNOSIS 
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UNCONSCIOUS PERCEPTION OF MEANINGFUL SOUNDS DURING 
SURGICAL ANESTHESIA AS REVEALED UNDER HYPNOSIS 


by David Bradley Cheek, M.D. 


A surgical procedure under inhala- 
tion or intravenous anesthesia is often 
accompanied by careless conversation. 


_ The surgeon may pause as he passes 


from the scrub room to ask, “Is the 
patient asleep?” before launching into 


| his latest story, but this may be the 


only concern shown for the nervous 
system of this apparently unconscious 


- individual until it can again make 


sounds and focus its eyes as the anes- 


_ thetic wears off in the recovery room. 


It is an error to consider the anesthe- 


' tized patient as being asleep and un- 


able to hear or understand just be- 
cause such an individual may have no 
subsequent conscious memory for 
events during this period of uncon- 
sciousness. Meaningful sounds, mean- 


ingful silence, meaningful conversa- 


tion are registered and may have a 
profound influence upon behavior of 


| the patient during surgery and for 
_ Many years after. 


The anesthetized 
patient may lose all motor reflexes, 


- lose all ability to communicate with 


the outside world, lose all sense of 


' pain, but the anesthetized patient is 


able to hear and remember important 
events at a deep level of subconscious 
thought. This level can be uncovered 
and the events recalled by hypnotic 


techniques. 


During surgical anesthesia, uncon- 
sciousness from brain trauma, coma of 
diabetes, drug poisoning, and insulin 
shock the last resource of the human 
Organism in maintaining contact with 


‘Clinical Instructor in Gynecology, Uni- 
Versity of California Medical Center, San 
Francisco, 2000 Van Ness Avenue, San 
Francisco 9, This paper was presented at 


the First Annual Meeting of The American 


Society of Clinical Hypnosis, October 1958. 


external environment seems to rest 
with the sense of hearing. Methods of 
exploring this area of subconscious hu- 
man perception have evolved through 
the work of Milton H. Erickson in the 
United States during the past twenty- 
five years. Although he has repeated- 
ly talked about it in his courses on 
hypnosis, there has been no recogni- 
tion shown in the literature thus far 
that the unconscious mind can hear 
and remember careless operating room 
conversation. The facts should be 
known. The inner world of the un- 
conscious patient should be treated 
with the same respect we show when 
the patient is fully in possession of 
all senses. 

Evidence for the statements in the 
present report has been accumulating 
since October 1957. It has been col- 
lected from interviews with physicians 
and dentists during courses on hyp- 
nosis and from the writer’s private pa- 
tients. It is not yet possible to prove 
that memories attributed to operating 
room experience are free of coloration 
from later experience. They may, in 
some instances, even be manufactured 
to please the implied needs of the in- 
vestigator. Fabrications could be 
drawn from ample source material in 
literary works, moving pictures, and 
radio and television broadcasts. Evi- 
dence for the material to be presented 
has been for the most part tape re- 
corded. It has been carefully reviewed 
with these possibilities in mind. Cases 
in which recollections seemed vague or 
could have represented conversations 
overheard in a recovery room have 
been discarded unless it was apparent 
that the patient overheard something 


which was clearly not intended for his 
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ears. Exact isolation of recovered 
memory to that period in which the 
patient is in a surgical plane of anes- 
thesia is of academic interest only and 
is of no practical importance in terms 
of the welfare of the patient. It will 
be seen from the following two reports 
that the modern trend of anesthesiol- 
ogy is toward carrying surgical pa- 
tients at lighter planes of anesthesia 
than used to be the custom. Tranquil- 
izing drugs are being used to diminish 
apparent reactions to environment, and 
much use is being made of combina- 
tions of drugs which sedate and para- 
lyze motor activity at the same time. 
The resulting effect upon the human 
being may be somewhat similar to that 
effected by the female hunting wasps 
upon the grasshoppers, butterfly lar- 
vae, and spiders which they paralyze 
long enough to supply fresh food for 
their own young. Now more than ever 
should we be careful of what our pa- 
tients hear. Not only are their funda- 
mental sensoria affected to a lesser 
degree by our anesthetics but the pa- 
tients today have been subjected to 
more medical education through more 
channels than ever before. The re- 
sulting potential for dangerous and 
unrecognized fears originating in and 
about our operating rooms is of enor- 
mous magnitude. 


DIFFICULTIES IN RECOGNIZING DEGREE 
OF CHEMICAL ANESTHESIA 
Sometimes it is difficult for an ex- 
perienced anesthesiologist to know 
whether a patient is really in a surgi- 
cal plane or is just behaving as though 
anesthetized. 


CasE A: Doctor R. B. Lindsay (7) of 
Montpelier, Idaho, tells of complimenting 
his anesthetist on the excellence of his work 
just as the appendix had been removed 
and placed ina pan. As he finished saying, 
“That was an excellent anesthetic,” the pa- 
tient pulled her head away from the ether 
mask and joined the conversation with a 
cheerful, “It certainly was.” She then put 
her head back into the mask while the ab- 
domen was closed. 


CHEEK 


CasE B: Rudolph Selo, M.D., an anes- 
thesiologist of Council Bluffs, Iowa, tells of 
giving a general anesthetic in 1955 (8) toa 
patient who was to have a caesarean sec- 
tion because of placenta praevia. Since 
the patient had been losing blood, she was 
receiving oxygen through the mask as Doc- 
tor Selo was assembling his equipment. He 
started a blood transfusion, checked the 
blood pressure, and wrote his notes while 
waiting for the abdomen to be cleaned and 


draped. To his horror as he finally looked } 
up to see if all was ready, he found the | 
surgeon holding the baby while the assis- © 
After | 


tant was manipulating the uterus. 
checking his machine and finding that the 
patient was really only getting haga he | 
decided to let well enough alone. 

uterus and abdomen were closed without | 
incident and the patient suffered no pain. 


These may be examples of sponta- 


eo 


neous hypnoidal states which, though | 
probably exceptions, tend to underline | 


the fact that patients may tolerate sur- 
gery with less than maximum amounts 
of drugs. The expectancy of anesthe- 
sia may bring about dissociations of 
awareness for pain without affecting 
the ability to perceive through the oth- 
er senses. The great majority of sur- 
geries are now being performed with | 
patients able to hear and remember. 
Several hypnotized subjects have | 
been followed through two or more | 


remembered anesthetic experiences. | 
Fears originating during an early op- | 


eration have been found to reappear 
as the subject was reliving the later 
induction into surgical anesthesia. 
These fears have been found to pro- 
duce changes in heart rate and respi- 
ration. From the standpoint of be- 
havior it would seem from the avail- 
able evidence that the point of prime 
importance is not whether the patient 
actually heard but rather that the pa- 
tient believes he has heard. In the 


light of the findings it seems of the 
utmost importance that we know be — 
fore administering an anesthetic what 
attitudes a patient has carried over at 
a subconscious level from previous 
real or imagined operative experiences. 
Dream rehearsals of a traumatic sort 
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may make a difference with the anes- 
thetic reactions of a patient during the 
final real experience. The writer is 
now using ideomotor questioning tech- 
niques to uncover subconscious fears 
with all preoperative patients regard- 


| less of their previous surgical experi- 


ence. The patient before major sur- 
gery will rehearse the anticipated 
event in his dreams as often as the 
quarterback will go over the possible 
situations for decision in a football 


' game. Just as is the case with the un- 


complaining obstetrical patient, the 
preoperative patient to worry about is 


| the one who shows no conscious level 
evidence of fear and who asks no ques- 


tions. This is the patient who may be 
the most subconsciously terrified. 


DEVELOPMENT OF TECHNIQUE FOR 
RECOVERING SURGICAL MEMORY 


For fifteen years the writer has won- 
dered why some patients have taken a 
dislike to a previous surgeon without 
knowing just why they have done so. 
During nine years, efforts have been 
occasionally made by the writer to 
evoke operative recollections from 
hypnotized patients. 
methods with age regression were 


_ used and were always satisfyingly un- 


successful. It was a relief to be con- 
vinced that thoughtless remarks in the 
operating room could not be remem- 
bered. Since hearing Milton H. Erick- 
son state that patients were able to 
hear significant material while anes- 
thetized (2) some misgivings were 
briefly stirred up but were easily re- 
lieved by further pleasantly unsuc- 
cessful efforts at verbal questioning in 
hypnosis. It was further pleasing to 
find that Bramwell had experienced 
the same difficulty in trying to un- 


_ cover anesthesia experience (1). 


Memories of operating room experi- 


ence are preserved at levels of aware- 


ness so deep that they cannot be 
reached with ordinary conversational 
technique during the time usually 


Conversational ' 
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available for investigation. As Erick- 
son has pointed out (3), it may take 
four or more hours to train a subject 
to speak without awakening from a 
deep trance. He believes that this fact 
results from the lifetime of condition- 
ing in which verbalization is done only 
when awake. Another explanation 
might be that muscular responses of 
adaptation to environment are learned 
long before the complicated mecha- 
nisms of thought translation into ar- 
ticulated sounds are learned. Muscu- 
lar responses are, for the most part, 
unconscious in origin, while those of 
speech are related to effort and evolve 
at a more conscious level in response 
to more complicated stimuli. Ideom- 
otor responses at an unconscious level 
through gesture, facial expression, and 
voice inflection are perceived and uti- 
lized by the infant as a means of tun- 
ing in on its environment long before 
it learns the word meaning of the hu- 
man noises. We can reach deeper lev- 
els of subconscious thought with the 
help of ideomotor responses than is 
possible under usual circumstances 
with conversation in hypnosis (5). 


Erickson (4) began using ideomotor 
responses aS a means of communica- 
tion with hypnotized subjects about 
1932. He asked them to lift one hand 
to signal a “Yes” and the other hand 
for a “No.” He observed variations of 
these movements, such as a downward 
movement of the right hand which 
might mean “Yes, but I don’t want to 
talk about it.” LeCron about this time 
became interested in the use of ideom- 
otor questioning with a Chevreul pen- 
dulum with unhypnotized subjects. 
The four possible directions of swing 
were assigned by the subject to rep- 
resent “Yes,” “No,” “I don’t want to 
answer,” and “I don’t know.” Later, 
noticing the difficulty his hypnotized 
patients had in speaking, he began to 
assign each of the four pendulum an- 
swers to fingers which were asked to 
lift unconsciously as signals (6). This 
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was a variation of a hypnotic induction 
technique invented by Erickson. An- 
other characteristic of subconscious 
behavior must be described and under- 
stood to clarify the technique of ex- 
ploration to be discussed here. The 
subconscious is able to go over an ex- 
perience with an age regression at a 
level deeper than can be retrieved by 
the conversational level of hypnosis. 
A patient may be requested to signal 
with a lifted finger the beginning of an 
operation and again with another sig- 
nal the end of the operation. When 
questioned at a verbal level he may 
have no memory at all for the mate- 
rial covered in this interval. This prin- 
ciple has been developed and exten- 
sively used by Erickson for getting 
patients to review rapidly and extract 
significant material during psychother- 
apy. By asking a surgical patient to 
signal the beginning of surgery and 
then with another finger to indicate 
the hearing of meaningful material 
followed by another signal for the 
ending of anesthesia it is possible in a 
brief space of time to extract impor- 
tant data and establish time relation- 
ships. The next step is to ask permis- 
sion of the subconscious to release this 
deeply remembered material for more 
conscious level evaluation and report- 
ing. 

In exploring possible traumatic mem- 
ories with age regression it is neces- 
sary to respect the decision of the sub- 
conscious mind regarding release of 
information. An “I don’t want to an- 
swer” should be a signal to leave that 
recollection alone after dropping the 
suggestion that perhaps the experience 
could be reviewed later in different 
circumstances without emotional dis- 
turbance. It has been the habit of the 
writer to avoid possible dangerous 
physiologic reactions in subjects over 
forty years of age by using dissocia- 
tion. Subjects with hypertension and 
all who are over forty years of age are 
requested to consider themselves a 


CHEEK 


nurse or orderly in the hospital situa-' 
tion rather than being the patient ex. | 
periencing the anesthetic. Although! 
the subconscious would probably pro-} 
tect the organism in the hypnotized! 
state from critical reactions, there is so 
much clinical evidence that emotional | 
stress can initiate a cerebral hemor. 
rhage or a coronary artery occlusion! 
that it seems unwise to tempt fate in 
the exploration of operative experi- 
ence. 

Since October 1956 the writer has’ 
been participating in the teaching of 
hypnosis to medical and dental gradu- 
ates. In discussing deep trance phe 
nomena it has been our custom to pick 
subjects who have been operated upon 
for acute appendicitis. Initially the in- 
tent was to point out how often emo-) 
tional stress has been related to the 
onset of symptoms. Frequently during, 
the time available it has been possible 
to achieve a physiologic regression to 
the point of being able to demonstrate 
rebound tenderness and referral 0 
pain to the right lower quadrant on 
percussion over the descending colon.| 
By stages the writer has become more 
aware during these interviews of the 
fact that the facial expressions, respi- 
ration, and pulse have reflected shift- 
ing responses to the remembered en- 
vironment of the operating room. The 
next step was to inquire into subjec- 
tive responses of the patient before 
surgery and then during surgery. In 
October 1957 a physician volunteer 
during a course of instruction was go-| 
ing through an age regression to his 
operation under ether anesthesia. He’ 
was asked to lift a finger if he heard 
anything in the operating room which | 
might be disturbing. Verbally he an- 
swered this request by saying that | 
there was nothing to hear. While fin- 
ishing this statement, however, his fin: | 
ger lifted to signal the hearing of some | 


— 


2 Jack Eidson, M.D., Symposium on Hyp: } 
nosis, Houston, Texas, October 1957. 
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thing significant. When he was asked 


| to tell us what this might be, he again 


stated verbally that there was nothing 
audible. The question was then asked, 
“Would it be all right for you to know 
consciously what is being said?” He 
gave an affirmative ideomotor signal 


' and then said, after a little more verbal 
' prodding, “It’s gangrenous.” This was 
' followed in approximately 20 seconds 
*. by a second finger signal and a spon- 


taneous verbal, “Let’s get out of here 
In common operating 
room jargon the second remark is 


| made in reference to getting out of the 


open abdomen rather than out of the 
operating room. On further question- 


| ing the subject indicated that he was 


still getting the anesthetic through his 
mask when the second statement was 
made. Anesthetized patients seem able 


| to differentiate between the metallic 


sound of respiration with the rebreath- 
er bag and that of free breathing with 
the mask removed. When open drop 
ether is used they are aware of cool- 
ness of the evaporating ether near 
their skin. Patients seem not to notice 
pressure of the mask nor do they com- 
plain of an airway. 

Between October 1957 and August 
1958 the writer has investigated 52 
surgical experiences in 37 hypnotized 
subjects. Of these there were 30 
women and 7 men. All of the men and 
two of the women were students in 
courses of hypnosis. The remaining 
21 women were private gynecological 


| patients. There were six surgical rec- 


dllections in which no disturbing 


_ sounds were recalled. Since, in these 


hegative cases, the period of study ex- 


' ceeded 30 minutes after achievement 


of an age regression, it seems reason- 


| able to conclude that they either did 
* not hear anything or their anesthetic 


level was deep enough to wipe out 


H memory or sound perception. Two of 
_ these six negative cases were trained 


by the writer to have amnesia for ev- 
erything relating to experience in the 
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operating room at a time when the 
surgeon had not yet learned to respect 
the ears of his anesthetized patient. 
After repeated efforts it has been im- 
possible to achieve a recall of anything 
with these two cases. 


The majority of anesthetic agents 
used for the patients in this study 
have been combinations of nitrous ox- 
ide and ether. There were 5 with open 
drop ether, 7 definite sodium pentothal, 
2 definite sodium pentothal with spin- 
al, and 1 with avertin and ether. Al- 
though it is not possible to be sure, 
there were no definite cyclopropane 
anesthetics in the series. 

The longest period of elapsed time 
between surgery and hypnotic inter- 
view was twenty-four years, while the 
shortest was four years. 


EVOLVED TECHNIQUE OF QUESTIONING 


1. Care is taken to avoid reference 
to possible investigation of operative 
experience until after hypnosis is in- 
duced. 


2. A minimum of 30 minutes is al- 
lowed for deepening and allowing 
physiologic responses to approach the 
pace of mental age regression. During 
this time suggestions are given for abil- 
ity to control muscles at a subconscious 
level in order that appropriate ideomo- 
tor answering responses can be estab- 
lished. Usually it is suggested that a 
pointer finger of one hand can lift 
when the subconscious mind “thinks 
you are deep enough to be able to shut 
out all sounds except the sound of my 
voice.” (This satisfactorily excludes 
external distractions at a conscious 
level of awareness and never applies 
to the subsequent regressed orienta- 
tion where they could hear other 
sounds.) 

After the signal is given, a number 
“20” is assigned this depth to establish 
an arbitrary reference point. 


3. Finger signals for “Yes,” “No,” 
“T don’t know,” and “I don’t want to 
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answer” and 


checked. 


4. Now the suggestion is given that 
the mind can go back through the 
years as though starting at the end of a 
family photograph album and working 
toward the front of the book where 
there are episodes from earlier periods 
of experience. The album usually re- 
calls actual photographs, which in turn 
suggest real experiences in vivid terms. 
The subject is asked to go back “to 
some pleasant incident about the age 
of two or three years.” The recollec- 
tion of this incident is to be indicated 
by lifting of a finger. The quality of 
the recalled incident gives an indica- 
tion of the background personality 
mold. It also tends to permit deepen- 
ing of the trance followed by a light- 
ening as the experience is verbalized. 
This can allow training of the subject 
to recognize changes in level as well as 
training to speak without altering the 
level. 

5. Now a muscle response is called 
for when the subject recognizes at a 
subconscious level that the depth of 
hypnosis is “greater than that pre- 
viously experienced today.” 

6. The approach to surgical experi- 
ence can be made at this time as fol- 
lows: 


(a) Does your subconscious mind 
recall having heard any disturbing 
sounds during the operation? (This is 
usually answered by the “no” finger.) 


(b) Start at the beginning of your 
entrance to the hospital. When you 
can see yourself there lift your finger 
to let me know. A description is asked 
for to permit more vivid setting of the 
following images. 


(c) Now you are on the way to the 
operating room. Let it seem as though 
you are a nurse walking beside the 
carriage. You understand everything 
that Jane (use first name of the sub- 
ject) is feeling and thinking but it will 
not bother you a bit. Let me know 


are now developed 
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when you see Jane there on the car- 
riage by lifting your “yes” finger. 


(d) When the signal is given the 
question is asked, “Is she worried at 
all?” If so the “nurse” is asked to ex- 
plain why she thinks Jane is afraid. 


(e) The description of the operat- 


ing room is then requested, and then 
the subject is asked to continue stand- 
ing by during the surgery if the pa 
tient is forty years or older at the time 
of interview. 


nary spasm during reliving of an oper- 
ating experience after age forty. 


(f) The subject is now asked to go 
through the entire procedure and to 
signal by raising the left hand as the 
anesthetic has begun to work and by 
raising the right hand as the final 
stitch is placed in the skin. 


(g) The operation is rehearsed a 
second time with the added suggestion 
that the right forefinger will go up “if 
you hear anything that might be dis- 
turbing to her.” 

(The dissociation is carefully em- 
phasized in order to underline the fact 
that the subject “is a bystander and 
not able to feel pain or emotional 
stress.” 


(h) When the finger goes up, the 
question is asked, “Will it be all right 
for you to hear this consciously?” I 
the request is refused, the question is 
added, “Would it be all right for you to 
tell me what you hear and then for 
get it?” 

(i) It is rare for obstruction to oc- 
cur if preparation has been carefully 
done in a permissive way that pre 
serves the dignity of the subject. 

Verbalization of the recollection fol- 
lows. The subject is now asked to 
identify the voice and the direction 
from which it comes. 


(j) Other incidents and their reat: 
tions are then called for and recorded 
until the hand indicates conclusion 0 


I consider it dangerous | 
to take the chance of potential coro-| 
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the operation. Asking for recognition 
of meaningful sounds greatly increases 
the total time of remembered surgery 
even when only the time between con- 
clusion of discussion and the next sig- 
nal are added up. 


(k) If there have been recollections 


} of disturbing incidents, these are ex- 


plained and reasoned out with the sub- 
ject until they can be understood and, 
if necessary, pardoned or the subcon- 


» scious “allowed” to forget them in the 


future. This is an important part of 
the interview and must not be omitted. 


DISCUSSION 


There would be advantages in re- 
porting here only subjects who had no 
knowledge of operating room mecha- 
nisms and atmosphere. The writer has 
held equally vivid descriptions of oper- 
ating room conversation from uniniti- 
ated subjects from his own private 
practice. The example cases here pre- 
sented are those which have been wit- 
nessed by a large number of physicians 
and dentists. For this reason they are 
less open to question of colored repre- 
sentation. They have all been tape re- 
corded by at least one observer other 
than the writer. 


SIFTING OUT OF MEANINGFUL MATERIAL 


It has been evident from considera- 
tion of all the cases studied that only 
meaningful material seems to have 
been remembered. It has been impos- 
sible to get recall of such casual ma- 
terial as reports of golf or baseball 
games. Two private patients have been 
highly amused, one at the discomfort 
of the preparation nurse who was 
scolded by the surgeon for not ade- 
quately shaving the perineum, the oth- 
er on overhearing the surgeon at the 
end of an operation laughingly saying 


he must have sewed up the scissors in 


the abdomen. These two patients must 
have been nearly out of anesthetic, for 
itis very unusual for the deeper levels 
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of subconscious awareness to give any 
evidence of humor. 


HYPERSENSITIVITY TO PESSIMISM 

During this study and another which 
is being done with obstetrical patients 
there has been a repeated demonstra- 
tion of hypersensitivity to pessimistic 
remarks which have been picked up 
from lay people and given a stronger 
value than the reassuring statements 
of physicians. This is an important 
point if substantiated by the observa- 
tion of other workers, for it should lead 
to more careful screening of preopera- 
tive patients for bad attitudes. It 
should lead to a more subtle form of 
reassurance than usually is employed 
by surgeons and anesthesiologists. 


FAILURE OF DECEIT 


It has been dernonstrated by most of 
the subjects in this study that the sub- 
conscious is acutely sensitive to nu- 
ances of voice inflection. Sometimes 
it is difficult to be sure this perception 
is based only on minimal cues. Occa- 
sionally it seems that extrasensory per- 
ceptions may be at work. Whether by 
minimal cue or extrasensory, it is clear 
that patients under surgical anesthesia 
are just as aware of deceit and at- 
tempts to avoid the truth as are pa- 
tients with malignancy or a critical 
illness. There are ways of telling un- 
pleasant truth which do not close the 
door to hope. The writer has yet to 
find a patient who has not seen through 
a lie or failed to resent at a subcon- 
scious level the failure of his physician 
to trust him with the facts. 


CONCLUSIONS 

The patient in surgical plane anes- 
thesia is able to hear meaningful 
sounds made in the operating room. 
The deep subconscious mind is devoid 
of humor. It records and associates 
communications in a most literal way. 
Disturbing sounds and conversation do 
not always evoke physiologic responses 


|| 
the 
at 
ex- 
hen 
and- 
pa- 
ime | 
yper- 

O go 
d to 
; the 
by 
final 
ed a 
stion 
p “if 
» dis- 
em- 
> fact 

and 
ional 
), the 
right 
ion is 
rou to 

for- 


108 


at the moment of perception during 
the actual surgical experience, but the 
patterns of response are apparently set 
and may be released during reliving of 
the experience in age regression in 
hypnosis. Anticipation of another ac- 
tual anesthetic experience can evoke 
these pre-set physiologic patterns of 
fear while in anesthesia (Case I, Oma- 
ha). Untoward reactions to anesthe- 
sia and surgery may in large measure 
be avoided through a better under- 
standing of subconscious responses of 
fear. It is mandatory that we give con- 
sideration to all the conversation in the 
operating room with the same care that 
we exercise when the patient is awake. 
There are possibilities that prognosis 
for surgical cancer patients could be 
improved if thought were given to 
their anxieties before surgery and op- 
timistic conversation carried on in the 
operating room as though we consid- 
ered the patient out of earshot. This 
type of reassurance is acceptable. Di- 
rect reassurance from physician to pa- 
tient may be acceptable to the con- 
scious level of thought but is often 
rejected by the subconscious. 


REPORTS OF CASES 


CASE I 


Showing effect of fear of undiscussed 
cancer during first operation followed by 
conditioned response to anesthetic in sec- 
ond surgery. Respiratory arrest. 


Female subject, wife of physician student 
at Omaha, Nebraska, Symposium on Hyp- 
nosis, November 2, 1957. 


This subject, approximately thirty-seven 
years of age, had gone through four opera- 
tions at the time of the interview. Her first 
surgery was a breast biopsy at Mayo Clinic 
under sodium pentothal (approximately 
1938). She had developed a lump and this 
was to be removed. Her surgeon had not 
discussed her unspoken fear that the lump 
might prove to be malignant. Under hyp- 
nosis at the time of signalling with her fin- 
ger that the incision in the breast was being 
made, the respirations stopped for approxi- 
mately 25 seconds. The pulse rate was be- 
ing checked by an anesthesiologist from the 
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group of students. 
tions stopped he reported a sudden change 
from a regular 84 beats per minute to 140, 

Suggestions were now given that the pa- 
tient was a nurse in the operating room 
just watching what was going on. The sub- 
ject’s respirations recommenced, and her 
pulse returned during the next two min- 
utes to the former slow rate. The only 
verbal remark which was remembered by 
the subject was, “She’s all right now.” 


The second operation under gas-oxygen- 
ether anesthesia was performed several 
days after marriage and was necessitated 
by volvulus of a dermoid cyst. The fact 
that the tumor of the ovary was probably 
not malignant at her age was not discussed 
before surgery. There was not time enough 
to explore the total memory for this sur- 
gery, but the patient indicated that she 
was having trouble after the incision was 
made because of her fear of cancer. The 
subject’s husband had been in the operat- 
ing room at the time of the second surgery. 
He reported after the hypnotic session that 
there had been concern over her reaction. 
The surgery was finally completed under 
very superficial nitrous oxide-oxygen anes- 
thesia. 


It would be a matter of conjecture as to 
whether the respiratory arrest might have 
been the result purely of an overdosage of 
sodium pentothal at the time of the first 
operation. In 1938 this anesthetic was still 
being given in high concentration and 


rather rapidly for induction. The subjec-: 


tive response of the patient while reliving 
the experience, however, was that the fear 
of cancer was heightened by the realiza- 
tion that the nodule would soon be exposed 
and that this was responsible for her stop- 
page of respiration. With finger signals 
she indicated that the second respiratory 
arrest was of the same origin even though 
a different anesthetic was being used. 


It is noteworthy that the subject did not 
recognize consciously to what degree her 
subconscious fears were aggravated by the 
lack of discussion about the possible path- 
ology. At a conscious level she had as- 


At the time the respira- , 


sumed that the risks must be inconsequen- | 


tial if the surgeon did not discuss them. 
To her subconscious the lack of discussion 


indicated that he must be worried about ’ 


this possibility of cancer. In this case there 
was a constant knowledge of what was go- 
ing on in the operating room even though 
very few words were heard. She sensed 
the concern of the operating-room per- 
sonnel. 
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CASE II 


Showing memory for details (positions, 
voices) and insight for attitude of the sur- 
geons. (See Case IV.) 


Cc. M., D.D.S.; Symposium, Honolulu, T. 
H., November 28, 1957. 


This 27-year-old dentist volunteered for 
investigation of his appendectomy at the 
age of 15. He stated that he had always 
wondered if a “ghost” surgeon had done 
the operation but had never known just 
why he felt this. He was curious to find 
out if his impression was correct, and it 
was the impression of the writer that the 
curiosity was free of malevolence. 

During the induction the subject related 
his sensation of light trance to that ex- 
perienced after he had been knocked un- 
conscious during a football scrimmage at 
the age of 16. Asked if there were another 
experience which felt similar he indicated 
a “yes” with his finger and regressed back 
to the induction of anesthesia for his ap- 
pendectomy one year earlier. This equating 
of the hypnotized state with previous ex- 
periences of delirium or with unconscious- 
ness from diabetic coma or chemical anes- 
thesia has been frequent in the writer’s 
experience. 

Q: “Where are you now?” 

A: “I think I’m in the O.R.—I’m not 
going down very well.” (Respiratory rate 
jumps from 14-28.) 

Q: “Are you scared?” 

A: Finger: “No.” 

Q: “Do you hear any sounds?” 

A: “The fan going—they are talking 
back and forth—not to me.” 

Q: “Is there anything that worries 
you?” 

A: Finger: “Yes.” Verbal: “No.” 

Q: “Would it be all right to hear it con- 
sciously?” 

A: Finger: “Yes.” Verbal after a pause: 
“You better cut here.” 


Q: “Where does it come from?” 

A: “It seems to be coming from Sobie” 
(the family physician). The subject is 
now urged to go back over this and give 
the exact words as though he were replay- 
ing the record. 

A: “I think we better cut here.” 

Q: “Is there anything after that that 
disturbs you?” 

A: “Yes” (with finger after pause of ten 
seconds). Verbal: “It seems like they 
can’t find it. ‘It’s tucked under,’—that 
comes from the doctor on the left side of 
the table” (Sobie). After another pause 
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(25”) 
here.” 

Q: “Whose voice is that?” 

A: “It doesn’t seem to be Sobie. He 
seems to be on the left and somebody else 
is on the right and somebody is down at 
the foot.” 


Q: “Does this statement frighten the 
deep part of your brain?” 

A: Finger: “No.” 

Q: “Does the deep part of your brain 
feel anything?” 

A: Finger: “No.” Verbal: “Just a little 
hyper-awareness of the lower right quad- 
rant.” (Note the later-orientation choice 
of words.) 


Q: “Do you feel any discomfort while 
they are looking?” 
A: Verbal: “No.” 


When now asked to indicate the next 
thing, he states that nothing is being said, 
but he senses a feeling of relief and he 
knows they have found the appendix. 

A little later the subject says, “Now the 
light is right over my head. It didn’t use 
to be over my head. It’s brighter. I guess 
they must have taken the mask off or some- 
thing.” 

Q: “Are they finished?” 

A: Finger: “No.” 


He now seems disturbed because, al- 
though they have talked as though finished 
with the surgery, they decide to put an- 
other clamp on the skin. 


“Come on, we got to get this out of 


CASE III 


Showing (1) differing attitudes towards 
prognosis at different strata of awareness 
and (2) importance of discussing previous 
operative history before attempting to pass 
gastric tube on anesthetized patient. 

J. M., M.D.: Symposium, Honolulu, T. H., 
Dec. 6, 1957. 


During the landing on the Marshall Is- 
lands in January 1943 the subject, as a 
medical officer, was inspecting an aid sta- 
tion when he was struck just above the 
left ilium posteriorly by a sniper’s bullet. 
At first he did not realize the extent of the 
injury until he observed blood gushing 
from the abdominal wound of exit. While 
in a semi-stuporous state he heard his asso- 
ciate instruct the stretcher bearers to move 
him back to the hospital ship rapidly be- 
cause “he’s hurt bad.” On the ship he was 
subjected to a four-hour emergency opera- 
tion under open-drop ether. Multiple per- 
formations of bowel were discovered and 
closed. Because of the contamination steel 
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wire was used for closure. He received 
one unit of blood and several of plasma. 
At the end of the abdominal closure it was 
decided to introduce a nasal Levine tube 
while the patient was still asleep with the 
anesthetic. He promptly began coughing, 
struggling and vomiting to such an extent 
that efforts were discontinued. They were 
unable to pass a gastric tube at any time. 
The resulting course was stormy. After 
ten years, while jerking a golf carriage 
over a rough place, he felt a tearing sensa- 
tion in his abdomén. This was followed by 
severe pain, nausea, and vomiting. At 
emergency surgery under gas-oxygen-ether 
anesthesia a loop of small bowel was found 
torn open, apparently ‘by one of the non- 
absorbable sutures placed accidentally 
through the muscularis at his first opera- 
tion. At the end of surgery, while the pa- 
tient was still asleep, the anesthetist tried 
to pass a nasal tube. During the ensuing 
struggle the patient tore open his incision 
and eviscerated on the table. His course 
was stormy. This history was obtained in 
the waking state. 

The following is the reporting of events 
after the subject had been placed in deep 
hypnosis: 

The subject was taken to the time of in- 
jury and asked to answer questions with 
the LeCron finger signals as well as verb- 
ally. 

Q: “After you hear the medical officer 
say you are hurt badly, do you think you 
will make it all right?” 

A: Finger: “No.” Verbal: “I did until 
I saw the blood coming from my abdomen 
and then I knew the intestines would be 
torn and my chances would be poor.” 

Q: “Is there a deeper level of your mind 
that has a different thought?” 

A: Finger: “Yes.” 


The scene is now shifted to the operating 
room on the ship, and the patient is asked 
to signal when he is asleep with the anes- 
thetic and they have commenced to work. 
When he has indicated with his finger that 
this has occurred, he is asked to signal 
again as soon as he hears something that 
might disturb him. After twenty seconds 
his finger goes up and he says, “Doctor 
Snider is saying ‘It has perforated the 
colon.’” 


Q: “What does this mean to you?” 
A: Verbal: “Trouble.” 


Q: “Now come up to the next thing that 
disturbs you.” Finger signals again after 
lapse of 25 seconds. 


CHEEK 


Q: “What is happening now?” 

A: “Doctor Richardson is asking ‘Do you 
think he needs some blood?’” After ten 
seconds the finger again lifts. Subject now 
says, “We better put in a gastric suction 
tube.” 


Q: “What does this mean to you?” 

A: “I couldn’t swallow a Levine tube in 
physiology class. I had sworn nobody 
would ever put one in me. I knew I 


couldn’t get the thing down—I didn’t | 


either.” 


The subject is now asked to jump ten 
years to the time of his bowel obstruction. 
Time does not permit covering the entire 
operation, but he hears the discussion about 
the steel wire having torn his bowel and 
the decision to try getting the nasal tube 
down. He again reacts with the thought 
while under anesthesia, “They will never 
get that thing down me!” 


CASE IV 


Showing (1) clear memory for discussion 
under avertin and nitrous oxide and subse- 
quent oxygen-ether anesthesia, (2) impor- 
tance of discussing possibilities of cancer 
even when patient has not asked about it, 
(3) error of using figurative language or 
sounding disconcerted during operation. 

H. F., D.D.S.; Symposium, Tampa, Flori- 
da, January 3, 1958. 


This 53-year-old dentist submitted to 
surgery twenty-four years before volun- 
teering for interview under hypnosis. He 
had been suffering from peptic ulcer symp- 
toms for about two years. With persistent 


findings of a defect in the stomach wall he 
was advised to have surgery. The patient | 
was consciously worried over the possi- | 
bility of cancer but was afraid to ask the | 
surgeon at the time of his preoperative 
interview. He was disturbed over what he 
assumed to be evasion of the subject when } 
he knew the possibility of gastric cancer | 
had to be ruled out in cases like his. The 
omission signalled to him that the surgeon 
must really be worrying about that. 

After induction into moderately deep 
trance it was learned by a combination of 
ideomotor responses and verbal answers 
that he was not afraid as he was being 
wheeled into the operating room while 
anesthetized with avertin, because he felt 
subconsciously sure he did not have cancer. 
This peace of mind was soon to be dis- 
turbed. 


Operator: “Signal when you hear some- 
thing that disturbs you.” Subject signals 
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PERCEPTION DURING ANESTHESIA 


and then says, “One doctor is kidding the 
other. The one on the left side is saying, 
‘You’re making a mighty big opening. 
What are you making the opening so big 
for?’ Doctor John doesn’t like to be kidd- 
ed. He’s saying, ‘I don’t want the wound 
to close up on me.’” 

The patient is, because of his age, now 
dissociated to a position beside the operat- 
ing table with full understanding of the 
patient and his reactions to what is going 
on. After a ten-second pause his finger 
signals another disturbing stimulus: “The 
intestines look like they’ve been burned.” 
(Statement made by the surgeon standing 
on the right side of the table.) 

Q: “Why does this disturb Hugh on the 
table?” 

A: “He’s afraid it wouldn’t heal up.” 

Q: “Does this influence his heart rate or 
breathing?” (There is no apparent change 
in the subject’s respiration as he is talk- 
ing.) 

A: “I don’t know, it seems to make him 
weak.” 

Q: “His abdomen is open now. Does he 
feel any pain at this time?” 

A: “Yes. It’s a pain like burning.” 

Q: “Let your fingers answer this at a 
deep level. Does he really feel this?” Fin- 
ger signals “Yes.” “Could the sensation 
have been suggested by the remark about 
the bowel looking burned?” 

A: “Yes.” 

Q: “Now come up to the next thing he 
hears that is disturbing.” After fifteen sec- 
onds he signals and then says, “They are 
trying to tear the adhesions loose—they are 
having a hard time tearing them loose.” 

Q: “Who is having a hard time?” 

A: “John.” 

Q: “What side of the table is he on?” 

A: “The right side.” 

Q: “Let your fingers answer. 
feel any pain now?” 

A: Finger: “No.” 

Q: “Does the nurse say anything?” 

A: “She talks to the other doctor. She 
says, ‘He can’t tear the adhesions loose!’ ” 


Q: “Does he respond in any way to this 
conversation?” 

A: Finger: “Yes.” Verbal: 
going to give him ether.” 


Q: “Does he have a mask on?” 
A: 


Q: “What have they been giving?” 
A: “Gas and avertin.” 


Q: “Tell me with your finger when he 
is asleep with the ether.” The finger goes 


Does he 


“They ere 
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up after a pause of ten seconds. “Now sig- 
nal when he hears something else.” (75 


seconds. ) 

A: “The doctor says he is going to do a 
biopsy.” 

Q: “Does this disturb him?” 

A: “Yes. He wonders if he has cancer.” 

Q: “Let your fingers answer for him. 
Deep down does he think he has cancer?” 

A: Finger: “No.” 

Q: “What is the next thing he hears?” 

A: “Tll never be able to get those ad- 
hesions loose.” 

Q: “Now go to the most important thing 
that happens during the surgery and sig- 
nal.” 

A: “He’s going to be all right.” 

Q: “Are you out of the anesthetic?” 

A: Finger: “No.” 

: “Do you feel that the things you 
heard influenced you after surgery?” 

A: Finger: “Yes.” 


After awakening, the subject reports that 
he had a stormy post-operative course 
with much distension and nausea. 


CASE V 


Showing that (1) assumptions cannot be 
safely made about the equanimity of phy- 
sicians facing surgery, and (2) a possible 
relationship between fear of cancer and 
respiratory arrest during anesthesia. 

M. B., M.D.; Symposium, Berkeley, Cali- 
fornia, March 22, 1958. 

This 5l-year-old physician volunteered 
for investigation of his experience during 
removal of his gall bladder at a teaching 
institution under the care of the professor 
of surgery. After returning from combat 
service during World War II he was suffer- 
ing from bouts of diarrhea and right upper 
quadrant abdominal pain. The gall blad- 
der would not concentrate conirast media 
well enough to be visualized by x-ray stud- 
ies. It was finally decided to explore the 
upper abdomen with the probable aim of 
removing the non-functioning gall bladder. 

Before hypnosis the subject was asked to 
describe his reactions to the diagnostic pro- 
cedures and his acceptance of the decision 
to operate. His conscious recollections 
were very casual. He had confidence in 
the professor of surgery and he could rec- 
ognize no fear of the surgery. He had been 
told after the surgery of his apparent sen- 
sitivity to curare, which he was led to be- 
lieve caused a troublesome respiratory 
arrest. 

Under moderately deep hypnosis he was 
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taken back over the preliminary study 
period. With a combination of verbal and 
ideomotor answers he was surprised to find 
that the non-visualizing gall bladder had 
symbolized the strong possibility of cancer 
in this area. He had expected the professor 
to discuss this possibility with him but, 
just as occurred in Cases I and IV, he was 
disturbed by the omission and concluded 
subconsciously that this was presumptive 
evidence that the professor must be consid- 
ering this the most logical diagnosis. 

Because of his age the subject was dis- 
sociated to the state of a bystander. When 
asked for a finger signal to indicate the 
hearing of something he raised a finger and 
remarked the difficulties the anesthetist 
was having in getting him to breathe. He 
had been receiving pentothal, but during 
the exploration of the galt bladder he had 
been given curare. He is asked while re- 
living the respiratory difficulty whether or 
not he was afraid. The finger signalled, 
“No.” At this point the subject spontane- 
ously concluded the hypnotic state he had 
been in. It was assumed that the experi- 
ence was too threatening for him to con- 
tinue. He was, however, still in a light 
state as indicated by his fixed expression 
and lack of eye movements. He was asked 
to let his fingers answer the following 
questions: 

Q: “Was the difficulty with respiration 
due just to the curare?” 

A: Finger: “No.” Verbal: “That’s fun- 


ny. I had just assumed it must have been 
the curare.” 


Q: “Was it due to a fear of cancer?” 
A: Finger: “Yes.” 


Q: “Was it due to anything that was said 
in the operating room?” 
A: “Ho.” 


Q: “Was it just due then to your fear 
that they might be finding cancer?” 


A: Finger: “Yes.” (Compare this with 
Case I.) 


In this case it would be fair to assume 
that the confusion in the operating room 
over the respiratory arrest might have add- 
ed to the problem. The subject was aware 
of this. The real damage, however, was 
the silence of the surgeon regarding the 
dominant source of fear and his failure to 
discuss the pathology in the operating 
room. Silence can be as important as 
careless conversation. 


CHEEK 


CASE VI 


Showing how subconscious anticipation 
and pessimistic attitude may be unrecug- 
nized at a conscious level before surgery. 
Recollection of surgeon’s position at the 
table and remark on gravity of the situa- 
tion. 


E. P., D.D.S.; Symposium, Mexico City, 
April 22, 1958. 


A dentist in his early forties volunteers 
for exploration of surgical experience with 
an appendectomy following rupture of ap- 
pendix and generalized peritonitis. He is 
first questioned about the memory at a con- 
scious level and reports how he fell on a 
stick of wood in his backyard while he was 
playing leapfrog at the age of eleven. The 
stick bruised his right side. The pain 
spread during the night, and he became 
increasingly ill until his uncle, a _ well- 
known surgeon in the community, came to 
the house on the third day of the illness. 
The diagnosis of ruptured appendix with 
generalized peritonitis was made and sur- 
gery recommended. This was before the 
advent of the sulfonamides. The subject, 
when asked, “Were you afraid when you 
were being taken to the operating room?” 
answered, “No, I wasn’t afraid. Everyone 
else seemed to be. As a matter of fact I 
had a good time. There was a pretty nurse 
who used to play parcheesi with me after 
the operation.” 

Ten minutes later, while in a moderately 
deep hypnotic state, the subject signalled 
with his finger that he was reliving the ex- 
perience of being pushed down the hall on 
the way to surgery. 


Q: “Are you afraid, Ed?” 
A: Subject starts to whimper and an- 
swers, “Yes.” 


Q: “Why are you afraid?” 

A: “I think I’m going to die.” 

Q: “What makes you think that?” 

A: “I heard my mom talking on the 
telephone before I came to the hospital. 


She said I was very sick and that I might 
not live.” 


Q: “Didn’t Doctor Ward tell you you 
would be all right?” 


A: “Yes (inflection of voice indicating 


disbelief), but I thought he was just telling | 


me that to make me feel better.” 


Now the subject is asked to go deeper, to 
start with the beginning of surgery and in- 
dicate when something was happening. He 
indicates and then describes the opening of 
the abdomen and the sounds of disgust at 
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PERCEPTION DURING ANESTHESIA 


the color and odor of the pus. He feels as 
though he is seeing it and becomes slightly 
nauseated. Quickly he is dissociated from 
the subjective role. His nausea stops, and 
his respirations, which have jumped from 
18 to 30 per minute, slow down again. He 
is asked to go further until he hears some- 
thing being said. After signalling with his 
finger he says: “This is a serious situation. 
This boy will be in danger for several 
days.” When asked for the location of the 
speaker he states that it is Doctor Ward 
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and he is standing on the right side of the 
operating table. 


Note: Here is an excellent example of 
the worthlessness of simple reassurance 
from a physician. To be effective with a 
frightened patient reassurance must be in 
the form which indirectly indicates a fav- 
orable outcome without actually saying it. 
An example would be the telling of such a 
patient what he should do when he wakes 
up from surgery and how long it will be 
before he can return to school. 
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GROUP HYPNOSIS IN THE TREATMENT OF OBESITY 


by Herbert Mann, M.D.' 


Group hypnosis is a modality that 
can be utilized by the busy clinician to 
save time and to take advantage of the 
benefits inherent in group therapy. 
While it is true that in working with 
groups there is some sacrifice of close 
interpersonal relationships, as was 
evident with one group of thirty-five 
patients, the disadvantage may be 
minimized by keeping the group com- 
paratively small. In my own experi- 
ence, limited to female patients, the 
optimum group consists of approxi- 
mately ten patients. The compara- 
tively small size encourages effective 
interaction among the individual mem- 
bers, and the interpersonal and intra- 
psychic relationships are not impaired 
to any appreciable degree. 

Mass hypnotherapy should be lim- 
ited to groups made up of patients with 
identical or very closely related prob- 
lems. As an example, a number of pa- 
tients with an obesity problem can be 
treated with the techniques used in 
group hypnosis. 

The conventional treatment of obes- 
ity is a dismal failure, frustrating and 
discouraging to patients and physicians 
alike. With all too few exceptions, the 
patients sooner or later abandon the 
attempt to effect weight reduction, be- 
cause of the mental anguish and suffer- 
ing inherent in the usual dietary re- 
gime; or if the weight loss is satis- 
factory, there follows almost invariab- 
ly a struggle to maintain the lower 
weight with frequent return to the 
original overweight status. 

These patients are despondent, suf- 
fering, unhappy people desperately 
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seeking a permanent solution to their 
problems (1). They subject them- 
selves to injections of hormones of one 
kind or another, to reducing pills of all | 
colors, shapes and formulae, to fad di- 
ets, to massage and passive exercises, 
only to intensify the emotional com- | 
ponents in an already anxious, dis- 1 
couraged, depressed patient. 

The utilization of hypnosis in the | 
treatment of obesity is a rational and 
effective approach to the problem. It | 
is well recognized that over-eating is 
almost invariably the result of a dis- || 
turbance in the basic personality of | 
the patient which leads to an inordi- 
nate craving for oral gratification. 
Permanent improvement in overcom- 
ing the bizarre desire for food can || 
only be expected if the basic person- || 
ality difficulty is resolved (2). 

The group meets once a week for six 
weeks with a follow-up session one 
month after the last weekly meeting. 
Each meeting lasts two or more hours. 
At the beginning of each session the 
patients are weighed, and the total 
number of pounds lost by the group is | 
posted on a graph for all to see and 
enjoy. 

At the first meeting we discuss the | 
psychodynamics involved in the urge 
to overeat, and the psychologic aspects § 


of oral gratification in infancy and 
adulthood. 

The theme is gradually developed so 
as to start the group thinking about 
their own behavior and their own re- 
sponses to their emotional conflicts and 
stresses, and the recognition of the as- 
sociation between eating and the sen- 
sation of pleasure. 

There follows a discussion of hyp- | 
nosis, its meaning, misconceptions, and 
the manner in which it will be utilized © 
in developing proper eating habits. Ing 
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OBESITY TREATED BY HYPNOSIS 


our experience, an authoritative ap- 
proach, with suggestions for rapidly 
suppressing the appetite, and develop- 
ing anorexia and perversion of taste, 
is of no permanent value and should 
be condemned. We should recognize 
the fact that obese patients enjoy eat- 
ing, we should accept their behavior, 
while altering and manipulating their 
perception of the situation. 

We have found that trance induc- 
tion in groups of obese patients is re- 
markably simple, rapid, and effective. 
It may be that obese patients are more 
tractable by virtue of the unusual na- 
ture of hypnosis, which appeals to their 
latent infantile needs. It is also very 
likely that because they are so strong- 
ly motivated their response to trance 
induction is excellent. One or two 
waking suggestions, readily adaptable 
to groups, such as the hand clasping 
and postural sway tests, are utilized to 
choose a potentially highly suggestible 
subject, who is then hypnotized before 


| the group. Others in the group fre- 


quently will also be found to spontane- 
ously go into a trance. In any event, 


| with little effort, the remainder of the 
group can readily be guided 
' trance (4). 


into 


The occasional resistant patient can 
be given special attention at a subse- 
quent session. The criticism that not 
all patients are easily hypnotizable is 
of little practical importance, because 
even the recalcitrant patient almost in- 
variably demonstrates hypnotic-like 
behavior which is just as effective in 
therapy. Towards the end of the first 
session, a post-hypnotic suggestion is 
given, and practiced, to facilitate even 
more rapid induction at sessions that 
follow. 

Subsequent sessions are devoted to 
short discussions, on the conscious lev- 
el, of the results obtained and subse- 
quent goals. Thereafter, trance is in- 
duced and some time is spent in teach- 
ing the patients to respond to a variety 
of suggestions that not only result in 
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trance deepening, but satisfy their de- 
sire and need for achievement. At each 
session, another phenomenon of hyp- 
nosis is taught, leading to progressive 
increase in the patients’ ability to op- 
erate within the hypnotic situation (5). 

Patients are instructed in the devel- 
opment of mental images, each mem- 
ber of the group visualizing the dem- 
onstration subject and her trance phe- 
nomena, thus laying the foundation for 
future instruction in self-hypnosis, so 
that the patients may carry on and re- 
inforce the suggestive type of therapy 
long after the sessions come to an end. 

Through training in self-hypnosis, 
the patients develop self-sufficiency 
which permits the dependency rela- 
tionship to be readily dissolved by the 
end of the final session. Auto-sugges- 
tion is made a part of the daily train- 
ing habits of the patients, who learn 
to participate actively in overcoming 
their weaknesses. 

Suggestions that are directly con- 
cerned with decrease in food intake 
are so constructed as to take advantage 
of the psychological needs of the sub- 
jects and to protect them by recog- 
nizing the obese patients’ appreciation 
of food as a gratifying medium. Our 
goal is to convert the craving for large 
quantities of fattening food to an ap- 
preciation of the delight in learning to 
enjoy subtle flavors of small portions 
of non-fattening foods, to experiment 
with herbs and seasonings, to take de- 
light and pleasure in creating and serv- 
ing exotic and attractive salads, fruits, 
high protein foods, etc., to eat slowly 
and to take pleasure in savoring each 
small bite of food, to learn to appre- 
ciate the color, aroma and texture of 
the non-fattening foods, to indulge the 
palate rather than the appetite; in oth- 
er words, to direct attention to the joys 
of good living as a substitute for oral 
gratification by over-indulgence. 

Suggestions are also directed to- 
wards emphasizing the feeling of con- 
fidence in their ability to achieve their 
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goal, towards increasing motivation by 
a discussion of physical well-being and 
attractiveness as a concomitant of los- 
ing weight. 

In conclusion, it should be empha- 
sized that group hypnosis in the treat- 
ment of obesity is of tremendous ad- 
vantage in that it establishes an un- 
usual kind of interpersonal relation- 
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ship and rapport which is so well 
adapted to anxious, frustrated, des- 
pairing patients. It is a concise pro- 
gram which approaches the problem in 
an unusual, encouraging manner. It 
lends itself ideally to this type of psy- 


chotherapy which involves guidance, | 


reassurance and persuasion, in an 


atmosphere of genuine interest and | 


enthusiasm. 
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HYPNOSIS IN PAINFUL TERMINAL ILLNESS! 
by Milton H. Erickson, M.D. 


The use of psychological measures in 
the treatment of human illness, wheth- 
er organic or psychological or a combi- 
nation of both, is as old as human his- 
tory. In fact, the psychological aspect 
of medicine constitutes the art of 
medicine and transforms the physician 
from a skillful mechanic or technician 
into a needed human source of faith, 
hope, assistance, and, most important- 
ly, of motivation for the patient to- 
ward physical and mental health and 
well-being. 

Hence, with this integral relation- 
ship between psychology and medi- 
cine, it is not surprising that hypnosis 
as a psychological measure should be 
considered, seriously and rightly, in 
the treatment of painful terminal ill- 
ness, particularly the last stages of 
malignant disease. However, as a pre- 
liminary statement, it must be empha- 
sized that hypnosis is not an absolute 
answer and that it cannot replace oth- 
er medical procedures. Rather, it is 
no more than one of the adjuvants or 
synergistic measures that can be em- 
ployed to meet the patient’s needs. 

To present this topic to you, it might 
be well first to define both hypnosis 
and the rationale of its use. Essential- 
ly, hypnosis is a state of intensified 
attention and receptiveness and an in- 
creased responsiveness to an idea or to 
a set of ideas. There is nothing mag- 
ical or mystical about it; it is attentive- 
ness to, absorption in, and responsive- 
ness to an idea or a whole group of 
ideas. We see this sort of things re- 
peatedly in everyday living where hyp- 


1Presented before the Eighty-Second An- 
nual Session of the Arkansas Medical So- 
ciety, May 6, 1958, at Hot Springs, Arkan- 
sas, and being published simultaneously by 
The Journal of the Arkansas Medical So- 
ciety. 


nosis is not involved—the automobile 
driver who forgets everything he 
should keep in mind because he is fas- 
cinated by the white line in the middle 
of the highway or by the scenery along 
the roadside, or the man unwisely and 
so intensely interested in a woman that 
he literally forgets everything that 
common sense has taught him. 

In medicine, as well as in dentistry, 
this normal everyday capacity for in- 
tensely directed attention can be em- 
ployed to concentrate and redirect a 
patient’s attentiveness and responsive- 
ness in an altered fashion so that he 
benefits through a new and learned 
responsiveness to selected stimuli. This 
constitutes the use of hypnosis in pain- 
ful terminal disease. 

In treating such patients, the ques- 
tion is not one of treating the illness 
itself, since the patient is both dying 
and suffering painfully. The primary 
problem is how to treat the patient so 
that his human needs may be met as 
much as possible. Thus, it becomes a 
complex problem of what the physical 
body has to have and what the patient 
as a personality needs, since cultural 
and individual psychological patterns 
are of as much and perhaps greater 
importance than the physiological ex- 
perience of pain. 

Before this audience, there is no 
need to offer suggestions concerning 
the proper medically oriented proced- 
ures to employ in meeting the physical 
needs of the body. However, this state- 
ment should be made about meeting 
the physical needs of the body: Such 
treatment is just as important as the 
treatment of the psychological needs 
of the patient as a personality and 
should never be discredited. In fact, 
it is a prerequisite for any psychologi- 
cal treatment. Therefore, the question 
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becomes, What is the adequate but at 
the same time the minimal treatment 
of the body? That it be minimal 
though adequate is essential, because 
in terminal painful disease, sedatives, 
analgesics, and narcotics are employed 
that may deprive the patient of the 
privilege of knowing that he is alive 
and of enjoying what pleasures yet re- 
main; also, they deprive his relatives 
of adequate contacts with the patient. 
Hence, medication should be adminis- 
tered only in those quantities that meet 
the physical requirements without ob- 
structing or defeating those psycholog- 
ical needs vital to the total life situa- 
tion and which also require satisfac- 
tions even more than the physical. 

To illustrate this point and to clarify 
the foregoing discussion, three case re- 
ports will be cited: 


REPORT 1 


The first patient was a 37-year-old woman 
of grade-school education, mother of four 
children, dying of advanced metastatic car- 
cinomatous disease originating in the ute- 
rus. For the three weeks preceding hyp- 
nosis, she had been kept in a narcotic semi- 
stupor, since this was the only way to con- 
trol her pain, to enable her to sleep, and to 
enable her to eat without extensive nausea 
and vomiting. The woman understood her 
condition and resented helplessly her in- 
ability to spend the remaining weeks of her 
life in contact with her family. The family 
physician finally decided to have hypnosis 
employed. 

The situation was explained to the wom- 
an, and narcotics were omitted on the day 
she was to be hypnotized so that this could 
be done without excessive drug interfer- 
ence. 

Approximately four continuous hours 
were spent with the woman, systematically 
teaching her, despite her attacks of pain, 
how to go into a trance, how to develop a 
numbness of her body, how to absorb her- 
self in a state of profound fatigue so that 
she could have physiological sleep despite 
pain, and how to enjoy her food without 
gastric distress. No elaborate explanations 
were necessary, since her educational limi- 
tations and the desperateness of her situa- 
tion motivated a ready acceptance of sug- 
gestions without questioning doubts. Addi- 
tionally, she was trained hypnotically to re- 
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spond to her husband, her oldest daughter, 
and to her family physician, so that hyp- 
nosis could be readily reinforced in the 
event of any new development. 

This one time was the only occasion on 
which the patient was seen by the writer. 
Her motivation was so great that the one 
hypnotic training session was sufficient. 

The previous medication, it was found, 
could actually be discontinued, except for 
one heavy hypodermic administration late 
Thursday evening. 
tional relief and it allowed her to be in full 
contact with her family in a rested state on 
the week-ends. Also, she shared in the 
family evening activities during the week. 

Six weeks after her first trance, while 
laughing and talking to her daughter, she 
suddenly lapsed into a coma and died two 
days later without recovering conscious- 
ness. Those six weeks had been decidedly 
happy and pain-free for her. 


REPORT 2 


This 35-year-old woman, the mother of 
four small children and the wife of a pro- 
fessional man, was seen five weeks before 
her death from lung cancer. For a month 
before hypnosis, she had been almost con- 
tinuously in a narcotic stupor, since the 
pain she experienced was unbearable to 
her. She asked that hypnosis be employed 
and voluntarily went without medication 
that entire day in her own self-determined 
effort to ready herself for hypnosis. 

She was seen at 6:00 P.M., bathed in 
perspiration, suffering acutely from con- 
stant pain and greatly exhausted. Never- 
theless, approximately four hours of con- 
tinuous effort were required before a light 


This gave her addi-’ 


trance could be induced. This light stage | 


of hypnosis was immediately utilized to 
induce her to permit three things to be 
accomplished, all of which she had consist- 


ently refused to allow in the very inten- | 


sity of her desire to be hypnotized. The 


first of these was the hypodermic adminis- | 


tration of 1/8 grain of morphine sulfate, a 
most inadequate dosage for her physical 
needs, but one considered adequate for the 
immediate situation. The next was the 
serving to her of a pint of rich soup, and 
the third was the successful insistence up- 
on an hour’s restful physiological sleep. By 
6:00 A.M. the patient, who finally proved 
to be an excellent somnambulistic subject, 
had been taught successfully everything 
considered to be essential to meet the needs 
of her situation. 

The procedure followed was probably un- 
necessarily comprehensive, but the situa- 
tion did not warrant any approach less 
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inclusive. The first step was to teach her 
positive and negative hallucinations in the 
modalities of vision, hearing, taste, and 
smell. Then she was taught positive and 
negative hallucinations in the areas of 
touch, deep sensation, and kinesthesia, and 
in relation to this latter type of sensation, 
she was taught body disorientation and 
dissociation. When these learnings were 
sufficiently well acquired, the patient was 
given suggestions for glove and stocking 
anesthesias and these were extended over 
her entire body. Thereupon it became pos- 
sible to teach her rapidly combined partial 
analgesias and anesthesias for both super- 
ficial and deep sensations of all types. To 
this was added a combination of both body 
disorientation and body dissociation so that 
these latter could supplement the former. 

The patient was not seen again, either 
professionally or socially, but her husband 
telephoned or gave reports in person daily 
concerning the patient’s condition. 

She died suddenly five weeks later, in 
the midst of a happy social conversation 
with a neighbor and a relative. 

During that five weeks’ period, she had 
been instructed to feel free to accept what- 
ever medication she needed. Now and then 
she would suffer pain, but this was almost 
always controlled by aspirin. Sometimes a 
second dose of aspirin with codeine was 
needed and, on half a dozen occasions, 1/8 
grain of morphine was needed. Otherwise, 
except for her gradual progressive physical 
deterioration, the patient continued decid- 
edly comfortable and cheerfully adjusted 
to the end. 


REPORT 3 


The third patient was a _ professionally 
trained man of advanced years, who un- 
derstood fully the nature of his carcinoma- 
tous illness. Because of his educational 
background, it was both necessary and ad- 
vantageous to develop the hypnotic sugges- 
tions with care in order to secure both his 
intellectual and his emotional cooperation. 
While resigned to his fate, he resented 
greatly the narcotic stupors he developed 
when given sufficient medication to control 
his pain. It was his earnest desire to spend 
his remaining days in the fuliest possible 
contact with his family, but this he found 
difficult because of the severely agonizing 
recurrent pains he suffered. As a solution, 
he requested hypnosis and he himself dis- 
continued medication for twelve hours in 
order to avoid a possible narcotic interfer- 
ence with a trance development. 

At the first hypnotic session all sugges- 
tions were directed to the induction of a 
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state of profound physical fatigue, of over- 
whelming sleepiness, and of a need to enter 
physiological sleep and to rest sufficiently 
to permit the induction of an hypnotic 
trance. A light trance was induced that 
almost immediately lapsed into a physio- 
logical sleep of about 30 minutes’ duration. 
He aroused from this definitely rested and 
most firmly convinced of the efficacy of 
hypnosis. 


A second and, this time, medium trance 
was then induced. Systematically a series 
of suggestions was given in which a direct 
use was made of the patient’s actual symp- 
tomatology. The rationale for this was to 
validate the hypnotic suggestions through 
utilization of the experiential validity of 
his symptoms. 


Thus the patient was told that his body 
would feel tremendously heavy, that it 
would feel like a dull, leaden weight, so 
heavy that it would feel as if sodden with 
sleep and incapable of sensing anything 
else except heavy tiredness. These sug- 
gestions, repetitiously given and in vary- 
ing phraseology to insure comprehensive 
acceptance, were intended to utilize the 
patient’s feeling of distressing weakness, 
previously unacceptable to him and to 
combine it with the complaint of “constant, 
heavy, dull throbbing ache.” In addition, 
suggestions were given that, again and 
again, as he experienced the “dull, heavy 
tiredness” of his body, it would periodical- 
ly go to sleep, while his mind remained 
awake. Thus his distressing feeling of 
weakness and his dull throbbing ache were 
utilized to secure a redirection and a re- 
orientation of his attentiveness and re- 
sponsiveness to his somatic sensations and 
to secure a new and acceptable perception 
of them. Also, by suggesting a sleeping of 
the body and wakefulness of the mind, a 
state of dissociation was induced. The next 
step was to reorient and redirect his atten- 
tiveness and responsiveness to the sharp, 
brief, constantly recurring, agonizing pains 
from which he suffered, usually less than 
ten minutes apart. These pains, while 
brief, less than one minute in duration as 
timed by a watch, were experienced by the 
patient subjectively as “endless” and as es- 
sentially “continuous” in character. 


The procedure followed included several 
steps. 


First of all, he was oriented in relation- 
ship to subjective time values by asking 
him, at the expiration of a sharp pain, to fix 
his attention rigidly on the movement of 
the minute hand of a clock and to await 
the next sharp pain. The slightly more 
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than seven minutes of waiting in anticipa- 
tory dread seemed hours long to the pa- 
tient, and it was with definite relief from 
his feeling of wretched expectation that he 
suffered the next sharp pain. Thus antici- 
pation and pain, as separate experiences, 
were differentiated for him. Also, he ac- 
quired in this way an understanding of 
time distortion (1), particularly that aspect 
of time distortion related to the lengthen- 
ing or expansion of subjective time experi- 
ence. 

Next a careful explanation was given to 
him that freedom from the experience of 
pain could be accomplished in several ways 
—by anesthesia and by analgesia, both of 
which he understood, and by amnesia, 
which he did not understand. The expla- 
nation was offered that in amnesia for pain 
one could experience pain throughout its 
duration, but that one would immediately 
forget it and thus would not look back up- 
on the experience with a feeling of horror 
and distress, nor look forward to another 
similar pain experience with anticipatory 
dread and fear. In other words, each re- 
current sharp pain could be and would be- 
come a totally unexpected and completely 
transient experience. Because it would be 
neither anticipated nor remembered, it 
would seem experientially to have no tem- 
poral duration. Hence, it would be experi- 
enced only as a momentary flash of sensa- 
tion of such short duration that there 
would be no opportunity to recognize its 
character. In this fashion, the patient was 
taught another aspect of time distortion, 
namely a shortening, contraction, or con- 
densation of subjective time. Thus, in ad- 
dition to the possible hypnotic anesthesia, 
analgesia, or amnesia for the pains, there 
was also the hypnotic reduction of their 
subjective temporal duration which, in it- 
self, would serve to diminish greatly the 
pain experience for the patient. 

When these matters had been made clear 
to him, he was urged most insistently to 
employ all of the mechanisms that had been 
suggested — alteration of body sensations, 
body disorientation, dissociation, anesthesia, 
analgesia, amnesia, and subjective time 
condensation. In this way, it was argued, 
he could quite conceivably free himself 
from pain more readily than by employing 
a single psychological process. In addition, 
the suggestion was also offered emphatical- 
ly that he employ subjective time expan- 
sion to lengthen experientially all periods 
of physical comfort, rest or freedom from 
pain. 

By this variety of differently directed 
suggestions, repetitiously given and in dif- 
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ferent phrasings to insure adequate com- 
prehension and acceptance, the patient’s 
sharp recurring pains were abolished in 
large part insofar as observation of his 
objective behavior and his own subjective 
reports were concerned. However, it was 
noted that periodically he would lapse into 
a brief unresponsive stupor-like state of 
ten to fifty seconds’ duration, an item of 
behavior suggestive of a massive obscuring 
reaction to pain. 
were less frequent and shorter in duration 
than the original sharp pains had been. It 
was also observed that the patient appeared 
to have no realization whatsoever of his 
periodic lapses of awareness. 

No systematic inquiry could be conduct- 
ed into the actual efficacy of the sugges- 
tions. The patient simply reported that 
hypnosis had freed him almost completely 
of his pains, that he felt heavy, weak and 
dull physically, and that not over twice 2 
day did any pain “break through.” His 
general behavior with his family and 
friends validated his report. 

Some weeks aiter the beginning of hyp- 
notic therapy, the patient lapsed suddenly 
into coma and died without recovering 
consciousness. 


SUMMARY AND GENERAL COMMENTS 


A presentation has been offered of 
the utilization of hypnosis in terminal 
painful disease. Three case reports, 
not entirely typical, have been pre- 
sented in order to illustrate more ade- 
quately the actual possibilities of ther- | 
apeutic benefits. 


An effort has been made to describe 
the therapeutic methodologies em- 
ployed, but this effort is not fully pos- 
sible. Hypnotherapeutic benefits, es- | 
pecially in such cases as reported here, | 
are markedly contingent upon a varied | 
and repetitious presentation of ideas 
and understandings to insure an ade- 
quate acceptance and responsiveness 
by the patient. Also, the very nature 
of the situation precludes a determi- 
nation of what elements in the thera- 
peutic procedure are effective in the . 
individual case. 

These three case reports indicate 
definitely that hypnosis can be of value 
in treating terminal painful illness. 
However, it is not to be regarded as 


It was noted that these | 
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an absolute answer to all the medical 
problems involved. Rather it is one 
of the possible approaches in the hand- 
ling of the patient’s problems that pos- 
sesses special and highly significant 
values at both psychological and physi- 
ological levels. 


While hypnosis can sometimes be 
used alone as a means of pain control 
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in carcinomatous disease, more often 
it is properly used as an adjuvant. In 
that capacity it can serve to diminish 
significantly the actual drug dosage 
and to effect a much greater relief 
both mentally and physically. In all 
probability, the more comprehensive 
psychologically the hypnotic approach, 
the greater is the possibility of thera- 
peutic results. 
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clinical asnects of alterations of subjective time perception. 
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EXCORIATED ACNE CONTROLLED BY POST-HYPNOTIC SUGGESTION 
by Mark B. Hollander, M.D.* 


Acne at any age is a _ profoundly 
traumatic experience to its victim. 
Concern about personal appearance 
may be maximal in adolescence, when 
the developing individual first becomes 
aware of the opposite sex as such, but 
there does not seem to be any age at 
which the non-psychotic patient is not 
disturbed by that which affects ad- 
versely the appearance of the face. 


The orientation and the acting out of 
the anxieties and frustrations engen- 
dered by facial acne vary within wide 
limits. Some patients overcompensate 
in extratensive directions, others be- 
come completely withdrawn, and most 
avail themselves of the many possi ili- 
ties between those two extremes. It 
seems quite natural that many should 
retaliate by attacking the acne direct- 
ly, trying to press out and thus to get 
rid of the offending blackheads and 
pimples. This is a frustrating endea- 
vor, though, for new blackheads con- 
tinue to form and pimples, when 
squeezed, often spread and get worse. 

The well-meant nagging and com- 
ment by parents and relatives and the 
not-so-well-meant teasing by contem- 
poraries are usually most helpful in 
increasing the anxiety and in com- 
pounding it with guilt feelings. The 
focus of the picking gradually shifts. 
The effort to rid one’s face of noxious 
blemishes is now a device for punish- 
ing oneself, and this quickly becomes 
masochistic. The masturbatory equiv- 
alence of such manipulations of the 


1Instructor in Dermatology, Johns Hop- 
kins University; Associate in Dermatology, 
University of Maryland. 101 W. Read St., 
Baltimore 1, Maryland. This paper was 
presented at the First Annual Meeting of 
The American Society of Clinical Hyp- 
nosis, October 1958. 


skin can scarcely be ignored. So, the 
picking winds up as a compulsive act. 

The dermatologist consulted by the 
patient at this point has his hands full. 
The acne may have become complete- 
ly quiescent, but the patient and her 
family doctor identify excoriation, 
blood crust, and pitted scar with acne 
and demand relief of acne. Treatment 
directed at acne alone cannot be ade- 
quate, for acne is no longer the diffi- 
culty. Nothing will be adequate un- 
less the patient can be induced to stop 
picking, and he or she is usually un- 
willing or unable to do this. 

Two such patients came to hand in 
March 1958. The success achieved rap- 
idly in both cases through suggestion 
stood in such marked contrast to the 
results usually obtained in such cir- 
cumstances as to seem worth a pre- 
liminary report. 

1. A 19-year-old college student had had 
acne for four years, with no previous der- 
matologic care. There were mild premen- 


strual flare-ups, and there had been a great 
deal of picking of the face. There was a 


moderate amount of superficial excoriated | 


acne on the face, with blackheads conspic- 
uously absent. Under five weeks of routine 
dermatologic care, including regulation of 
diet, mild cleansing, and keratolytic reduc- 
ing agents on the skin and scalp, the pim- 
ples were gone, but there were still bitter 
complaints about “acne,” and the face 
showed many blood-crusted excoriations. 

It was recognized that the basic trouble 
was no longer acne, but the results of pick- 
ing. Efforts during the preceding five 
weeks to get the girl to keep her fingers 
away from her face had accomplished noth- 
ing, so it was decided to try post-hypnotic 
suggestion. She went into a somnambulis- 
tic trance readily, and was told that when 
she wanted to pick her face she was to 
remember the word “scar.” This word was 
to symbolize the effects of picking on her 
face and her appearance. Since she did not 
want to spoil her appearance, she would 
be able to refrain from picking merely by 
saying “scar.” 
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EXCORIATED ACNE 


One week later there had been no pick- 
ing, and the face was smooth. The sugges- 
tion was reinforced on three occasions in 
late March and late April. In mid-May, 
there had been occasional picking, but no 
excoriations or crusts could be seen and the 
patient felt that she was under good con- 
trol. This remained true in September. 


2. A 32-year-old housewife had had a 
few inconsequential pimples in adolescence. 
Eighteen months ago she developed severe 
cystic acne. Another dermatologist gave 
her compresses, injections, antibiotics, and 
900 r of x-ray without benefit. The face 
was covered with heavy makeup. There 
were several excoriated blood-crusted cys- 
tic lesions on the chin, cheeks, and fore- 
head. When the makeup was removed, no 
blackheads or superficial pimples could be 
seen. The patient said that she could not 
help picking her face when she got near a 
mirror, and that she often started to pick 
while watching television. 

It was explained that she no longer had 
acne, but merely the effects of picking, 
which she was advised to stop. Routine 
topical therapy was prescribed for the oily 
skin and for what acne might develop. 
There was no improvement in the face or 
the picking in a week, so it was suggested 
in deep trance that when the patient said 
“sear” it would symbolize all of the effects 
of picking and would remind her that pick- 
ing would cause more trouble, which she 
did not want. This would enable her to 
avoid picking. The suggestion was rein- 
forced several times in April and May. 
The face improved steadily. 

At the end of June, the patient was still 
picking occasionally, but she was able to 
stop before doing any damage. There were 
no visible excoriations, the cysts were al- 
most gone, and no makeup was being worn. 
The patient was beaming, for her friends 
had commented about how well her face 
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looked. 
tember. 


She was still beaming in Sep- 


In general, symptom displacement 
through hypnosis seems of question- 
able advisability. The symptom is 
serving a function which may not be 
at all obvious, and if that symptom is 
displaced its function may be taken 
over by something even more undesir- 
able. There is also the ever-present 
possibility that the non-psychiatric 
physician may, in displacing a symp- 
tom, precipitate something too hot for 
him to handle. 


The specific situation of excoriation 
of acne does not seem to fall into this 
general category. It bears little re- 
semblance to ordinary neurotic excori- 
ation. What started the picking origi- 
nally was the same thing which is 
bothering the patient now, the appear- 
ance of the face. Without regard to the 
associated difficulties which may have 
attached themselves to the picking, 
this appears to be a self-contained sit- 
uation in which improvement in the 
appearance of the face allays anxiety 
about it, so that the need to pick is 
actually diminished. 


This is a preliminary report, for two 
cases are not enough to justify any- 
thing more than encouragement to in- 
vestigate further. The experience in 
these two cases, though, has been so 
far superior to the results usually seen 
in such instances as to warrant con- 
tinuing along this line of post-hypnotic 
suggestion. 
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HYPNOSIS IN CHILDREN: THE COMPLETE CURE OF 
FORTY CASES OF ASTHMA 


by H. H. Diamond, M.D., F.A.C.A+ 


For many years in my work with 
children, I have been fascinated and 
intrigued by the idea of the use of 
hypnosis in the treatment of children 
for many of the so-called “bad habits” 
of childhood, thumb sucking, bed wet- 
ting, finger nail biting, gagging, etc. 
After meeting with significant success 
in these cases and finding that hypno- 
therapy with children was not only 
feasible but offered no extreme diffi- 
culties, if one is patient and devotes 
enough time to the preliminaries of its 
use, I extended my efforts to the treat- 
ment of asthma in childhood. 

Realizing how important the psycho- 
genic factor is in the cause of asthmatic 
attacks, having seen how often an 
asthmatic attack is brought on by 
stress and strain and by emotional fac- 
tors, having seen instant relief in many 
children by removing them from the 
home environment, it became apparent 
to me that hypnosis could be used in 
searching out these emotional factors, 
bringing them to the conscious mind, 
so that the child would understand 
this factor in the causation of its asth- 
ma, and by removing it as a causative 
factor, drop the “asthma level” to a 
point where the asthmatic symptoms 
disappear. At this point let me explain 
what I mean by “asthmatic level”. 
Ordinarily, no one factor is the cause 
of obvious asthmatic symptoms, as we 
are familiar with them, the cough, the 
chest distended with air, the patient 


1Instructor in Pediatrics, George Wash- 
ington University Medical School; Senior 
Staff, Children’s Hospital, Washington, D.C. 
8224 Georgia Avenue, Silver Springs, Mary- 
land. This paper was presented at the 
First Annual Meeting of The American So- 
ciety of Clinical Hypnosis, Chicago, Octo- 
ber 1958. 


fighting to get air out of the chest, 
hence the expiratory wheeze, with the 
short “in” breath and the prolonged 
“out” breath, the crepitant piping 
rales, heard all over the chest, a thor- 
oughly miserable, uncomfortable, and 
frightened patient. Usually there is a 
multiplicity of causes in the building 
of the obvious asthmatic symptoms, 
possibly an allergy to wheat, to choco- 
late, to tomato, to egg, etc., and per- 
haps also an emotional factor. Of 
course, with a strong allergy to any one 
of these factors, any of these could 
cause asthma, but, as I see it, we may 
in many cases liken the causes of asth- 
ma to that of climbing up a mountain 
which has numerous plateaus, starting 
at the base of the mountain with the 
average child, then with an allergy to 
wheat reaching the first plateau, let us 
say, with an allergy to chocolate the 
second plateau, with an allergy to wool 
the third plateau, and perhaps the emo- 
tional factor, or the environmental fac- 
tor, still another plateau. Now at some 
point in the “climbing of the mountain” 
we will reach the level of obvious out- 
ward symptoms of asthma. Each of 
these subminimal factors will not cause 
the obvious symptoms, but through a 
process of summation at some point 
we reach a plateau at which the symp- 


toms appear. Manifestly, in the treat- | 
ment of asthma, by testing we can | 


reach out the various known allergens, 
and by elimination of these factors or 
by treating with vaccine therapy, drop 


“down the mountain” so to speak, be- | 


low the “asthmatic level,” and thus re- 
move the bothersome asthmatic symp- 
toms. This we can do with chocolate, 
with wheat, with ragweed, with grass- 
es, with molds, etc. When the environ- 
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mental or emotional factor is consid- 


ered, however, the treatment is not so 
' clear-cut or simple. Consultation with 


the family, psychotherapy, sympathet- 


' ic understanding, and rapport with the 
| patient are very effective. 


The obvi- 
ous success in many cases by simple 
removal from the home environment is 


| well known. The results of the Denver 


Home for Asthmatic Children are most 
gratifying. However, these procedures 
are very time consuming and very ex- 
pensive, as well as drastic, in their 
upheaval of the home environment and 
the removal of the child from the fam- 
ily background. 

It occurred to me that, if hypnother- 
apy could be used, perhaps this would 
be a very effective adjunct to our med- 
ical armamentarium in our treatment 
of childhood asthma. Please do not mis- 
understand me—I offer this as no cure- 
all for allergies with known causes. 
In asthma there is no replacement for 
vaccine therapy. But hypnotherapy 
does offer a way to achieve success in 


| those cases treated with vaccine ther- 


apy with poor results, because of the 
emotional or environmental factors in- 


_ volved, and also those in which the 
_ skin tests divulge no startling or defi- 


nite reactions and the emotional factor 
alone seems the basis of the condition. 

In some cases removal of the emo- 
tional or environmental factor alone is 
enough to drop “down the mountain” 
far enough to fall below the “asthma 
level” before mentioned. Hypnother- 
apy and hypnoanalysis seemed a pos- 


_ sible way to achieve the removal of 


these causes of childhood asthma. 

I have used a number of methods in 
my work with children. Usually the 
first session is used in familarizing the 
patient with the procedures used, the 


_ word hypnosis at all times being care- 


fully avoided. This is because, sur- 
prising as it may seem, even some six- 
year-olds have heard some of the com- 
mon misconceptions of hypnosis and 
have assumed some of the fears that 
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many people have of any unknown 
procedure. However, if directly asked, 
“Doctor, are you hypnotizing me?” my 
answer is, “If you mean hypnosis as 
you have seen it on the stage—no. This 
is entirely different. This is a form of 
medical treatment, which teaches you 
to relax and throw off the surface ten- 
sions and fears that may be causing or 
aggravating your condition.” This is 
usually well accepted, and the bugaboo 
is thus bypassed. 


In our beginning session I usually sit 
and talk quietly with the child for 
some moments about numerous unre- 
lated things—how old he is, what is his 
favorite sport, his favorite food, etc. 
This talk usually puts the child at ease 
and starts the building of the rapport 
one is trying to achieve. Then I may 
say, for example, “Ruthie, you look 
like a smart little girl. I had another 
girl here yesterday, and I showed her 
a game of ‘let’s pretend,’ and she did 
very well with it, but I bet you can do 
it even better than she can. Did you 
ever play ‘let’s pretend?’” Now of 
course every child has many times 
played this never-ending childhood 
game, and I have aroused the competi- 
tive spirit as well as flattered the ego 
of Ruthie with my opening phrases. 
She is therefore interested and eager 
to play this familiar game. I then as- 
sure myself that the child is in a com- 
fortable position, and I ask her to take 
a number of deep expirations and in- 
spirations and to make herself thor- 
oughly comfortable and relaxed on the 
chair. Then I may say to the child, 
“Ruthie, please pick out a spot on 
the ceiling above your head and look 
at it, with the head looking straight 
forward and the eyes rolled up to look 
at the spot.” This is a position of ex- 
treme fatigue for the eyes, and soon 
they begin to tire. In a constant mon- 
ologue, I then say, “Ruthie, keep look- 
ing at the same spot. Your eyes will 
begin to become tired, so tired, then 
they will begin to blink and water 
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[which they will of course do], and 
after they become so very tired and 
you can’t possibly keep them open any 
longer, you may let them close, and 
then they will feel so good, so very 
good, and now if with the eyelids still 
closed and still pretending to look at 
the same spot you try to open your 
eyes, you will find that you cannot pos- 
sibly do this.” (It is a physical impos- 
sibility to open the eyes when the eye- 
lids are closed and one is looking to- 
ward an imaginary spot above the 
head with the eyes rolled upward.) 
This procedure immediately builds the 
rapport and the confidence of the pa- 
tient in the operator, and we have 
passed the so-called “critical factor.” 
We may now proceed with further in- 
struction of the patient. I now say, 
“That is fine, Ruthie, you are doing 
just beautifully. Now, in the same way 
that your eyes are relaxed, I want you 
to allow every muscle in your body to 
relax. Take several nice deep breaths 
and let every muscle in your body go 
limp.” Here I may test the arm for 
flaccidity and show the patient how 
limp I want the muscles, in allowing 
the arm to drop of its own weight 
without being held back at all. Short- 
ly I am able to obtain the relaxation 
desired. Now through arm levitation 
technique, which works very well with 
children, I achieve deeper relaxation. 

Usually this is as far as I go with the 
first session. I always precede closing 
of the session with instructions as to 
relaxing much more quickly at the 
next session and possibly suggest the 
use of a signal for quick induction. 
One thing I might stress: deep hyp- 
nosis is not necessary for many condi- 
tions in which hypnotherapy is used. 
One eight-year-old who always gagged 
whenever he was going to go any- 
where, even though he wanted badly 
to go (for instance, a ball game), 
gagged so badly that he spoiled things 
for everyone, including himself. While 
he was a good subject for hypnosis, yet 
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I always felt that no deep stage was 
achieved. He took no post-hypnotic 
suggestions, for instance, nor could I 
achieve arm rigidity, yet after only 
three sessions the gagging stopped, al- 
though it had gone on for years. The 
sessions were never longer than thirty 
minutes in duration. Therefore one 
should never be disheartened if deep 
hypnosis is not achieved and should 
certainly try hypnotherapy regardless. 

I have found that hypnotheré:py ses- 
sions should never last longer than one 
hour, and frequently only a half hour 
session is sufficient. Anything more 
may be very tiring to the child and 
may destroy the rapport being built. 

At our second session, it is usual- 
ly found that deeper relaxation is 
achieved and more rapidly, as the con- 
fidence of the patient has been built. 
Sometimes, when difficulty is noticed, 
I believe the child is trying so hard 
to follow instructions that this in itself 
defeats our purpose, and by reassuring 
the patient and telling him or her to 
“Relax—it isn’t necessary to try so 
hard, you don’t have to work at it— 
just relax, and these things will occur,” 
then our results become much more 
successful. 

Older children may have a deep fear 
of close relationships with people, 
which cause them to control them- 
selves very rigidly in various areas of 
their functioning. Their inability to 
establish close relationships with peo- 
ple produces a desperate loneliness, for 
which they seek therapy. At the first 
trance session, this desire for help has 
been intense enough to produce a mo- 
tivation to be hypnotizable and thus 
has enabled them to achieve a medium 
trance. However, the very assumption 
of the trance state opposes their char- 
acter-defense of absolute self-control. 
Following the first session, therefore, 
his response may be hostility: toward 
the physician, or anxiety at having ex- 
posed himself to possible hurt. These 
emotions may be entirely suppressed. 
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The only response the patient will 
show is an intensified desire for de- 
tachment, which will reflect itself in 
resistance against further hypnosis. 
The patient should be questioned, 
therefore, about his reactions to the 
last session, and if the cause is thus 
ascertained, his fears must be allayed 
and clarified for his understanding, 
and suggestions must be made in the 
second trance which take into account 
these reactions. 

Another common cause of failure is 
the “fear of failure” itself, both by the 
operator and the patient too. As for 
the operator, confidence must radiate 
from him, must be in every timbre of 
his voice, and failure must never be in 
his thoughts. It is not necessary nor 
right to call a session a failure, if after 
a few attempts immediate response is 
not achieved. A child may try hard to 
achieve a trance and actually be afraid 
of failure, and this in itself obstructs 
the efforts of the doctor. 

Trance induction and satisfactory 
depth in some children may be 
achieved when their aptitude is chal- 
lenged. Such children need to be told, 
if old enough to understand, that a 
person’s ability to achieve relaxation 
depends upon a considerable amount 
of intelligence and concentrative abil- 
ity. Because of a competitive desire to 
excel the patient may succumb to this 
lure, where everything else fails. 

In certain refractory patients, I have 
made it a practice to have another 
child present who is a very good sub- 
ject, and to enlist the aid of the refrac- 
tory patient in the treatment of the 
good subject, by thinking along with 
me of the commands I am giving to the 
other child, thus having him willy- 
nilly succumb to the very suggestions 
strenuously resisted before. 


SOME HISTORICAL CONSIDERATIONS 


Elliotson (1) found children easy to hyp- 
notize and stated that he could thus cure or 
relieve many of their diseases. At the 
same time he insisted upon the injury done 
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to them by the ordinary medical treatment 
of the time. 

Wetterstrand (2) found that children 
from three or four to 15 years of age could 
be influenced without exception. 

Bérillon (3) hypnotized 80 per cent of 
250 children at the first attempt. 


Liébeault (4) also found children pecu- 
liarly susceptible, and one of his statistical 
tables records 100 per cent of successes up 
to the age of 14. In adult life, age appar- 
ently makes little difference. In the same 
table we find that from the ages of 14 to 21, 
the failures were about 10 per cent, and 
from 63 years upwards about 13 per cent. 


I wish I could be so confident of results 
as Wetterstrand and Bérillon. I have not 
been successful under five years of age. 
My series of cases is much smaller, and 
perhaps my results will improve with more 
experience and prestige as an operator. 


Bérillon (3) reported on the value of 
hypnosis in the treatment of children to the 
First International Congress of Hypnotism 
at Paris in 1889 as follows: 


1. Many carefully observed facts prove 
the therapeutic effect of suggestion in the 
following diseases of children: incontinence 
of urine and feces, nervous twitchings, noc- 
turnal terrors, onanism, blepharospasm, and 
other disturbances of the nervous system 
of a functional character. 


2. So far no appreciable results have 
been obtained in cretinism, idiocy, or deaf 
mutism. 


3. Suggestion constitutes an excellent 
auxiliary in the education of vicious and 
degenerate children, especially where there 
are habits of lying, cruelty, inveterate idle- 
ness, or cowardice. 


4. Suggestion should be confined to 
cases where the usual methods of educa- 
tion have failed, and medical men alone 
should employ it. It is not necessary to 
hypnotize normai children; ordinary train- 
ing should be sufficient for them. When, 
however, children are addicted to theft and 
other vicious or repulsive habits, and are 
afflicted with disgusting infirmities, we 
ought to try to cure them by hypnotism, 
especially when their parents are in despair 
because of the failure of all other forms 
of treatment. 


These suggestions were adopted unani- 
mously by the Congress and transmitted to 
the Minister of Public Instruction and the 
Minister of the Interior. 


My series of cases started on January 6, 
1954. I have used hypnotherapy and hyp- 
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noanalysis in 55 cases. In five cases I had 
complete failure of even a light induction. 

Balyeat (5) studied the mental capacity 
of allergic children, finding that among 
them 68.75 per cent were mentally su- 
perior, contrasted with 25 per cent among 
non-allergics. Perhaps, if this is to be be- 
lieved, we might explain my success with 
allergic children on this basis. However, 
before we place too much faith in this, J 
hasten to add that another study by Piness 
and others (6), in which four different 
psychological methods were used, it was 
found that: 


1. Children with asthma are very simi- 
lar in intellectual level to a normal group, 
with the variations of a normal group. They 
include children of superior, average, and 
inferior intelligence. 


2. There might be some indication that 
the incidence of allergy is less in the feeble- 
minded group, but the data available are 
very general and not statistically reliable. 


3. As far as school success is concerned, 
the allergy group is similar in grade place- 
ment to the normal group. 


4. There is evidence in the allergy group 
of slightly more school retardation than 
should be expected if their illness had not 
handicapped them. 


In ten cases out of my 55, I had only 
fair to passable results. In 40 cases I 
have achieved complete remission of 
symptoms, in some cases for as long 
as four years and in all cases for at 
least two years. These are all children 
previously treated by vaccine therapy, 
some by me, some by other allergists, 
with poor results, a great number hav- 
ing been tested and retested with years 
of vaccine therapy and little or no 
results. 

My oldest patient was 13 years of 
age, with asthmatic symptoms since 
the age of three. She had been tested 
for allergens three times by three dif- 
ferent allergists, had received vaccine 
therapy over a period of ten years, 
with asthmatic attacks as often as ten 
times a month, year round in duration 
with some seasonal increase in the 
spring and also in the ragweed season. 
She came from a family in which her 
parents had been divorced, and she 
lived with her mother. Her mother 
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had never remarried, but the father 
had married again, apparently happily, 
and had two other children by the sec- 
ond marriage. By hypnoanalysis, af- 
ter three sessions varying from 30 to 
45 minutes in length, she was regressed 
to her first asthmatic attack at the age 
of three, which occurred in the home 
of her father with his new wife and 
their new baby. In a jealous rage she 
threw herself on the floor, held her 
breath, and received such satisfactory 
attention that this episode, completely 
forgotten by her conscious mind, was 
the basis of a great deal of her asth- 
matic syndrome. When it was ex- 
plained to her, immediate improve- 
ment was noted. After two more ses- 
sions for reinforcement of the therapy, 
she has now been symptom-free for 
the past four years. 


My youngest case was a five-year- 
old white boy who had a history of al- 
lergy starting almost from birth. He 
was allergic to milk, egg, and vitamins 
of all kinds but had done well on a lim- 
ited diet until the age of three, at 
which time his history of asthma start- 
ed, which occurred at irregular inter- 
vals two to three times a week all the 


year round with no seasonal exacerba- | 


tions. Skin testing revealed nothing 
significant other than various food sen- 
sitivities, but even on an elimination 
diet the child continued with his asth- 
ma. He proved to be an excellent sub- 
ject for hypnosis, entering into a deep 
state on the second treatment. He was 
regressed, and he was able to tell of 
his first asthmatic attack on his third 
birthday, when his new baby sister 
came home from the hospital and be- 
came the focus of attention for all the 
family, and he became so upset that he 
had his first asthmatic attack. In four 
subsequent sessions the reason for his 
asthma was explained to him, that he 
had been jealous of his baby sister be- 
cause he thought everyone loved her 
more than him. He was told that of 
course he knew now that this was not 
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true, that everyone loved him just as 
much, so that hereafter he did not need 
his asthmatic attacks to focus attention 
on himself. He readily agreed to this 
and, after a total of six sessions vary- 
ing from 30 to 45 minutes in length, 
ceased his asthmatic attacks except for 
an occasional food indiscretion. He 
has been symptom-free now for three 
years. 

A third case is a white female, eight 
years old, with numerous allergies by 
skin testing to grasses, trees, house 
dust, mixed bacteria, and ragweed. 
Vaccine therapy the year round gave 
poor results, as her asthma continued 
unrelentingly, and the parents, des- 
perate for help, asked that I try hypno- 
therapy. After several sessions the 
child was deep enough in hypnosis for 
hypnoanalysis to be tried, and she re- 
gressed by this method to her fourth 
birthday, at which time she pictured 
vividly a fire which she had inadvert- 
ently started in her parents’ garage, 
which had burned this structure to the 
ground. Horror-stricken and remorse- 
ful at the holocaust caused by her act, 
she had never told her parents that she 
had caused the fire. She did not even 
recall the fire in her conscious mind, 
since when brought out of her hyp- 
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notic state she could not remember 
having told me of the event. Her 
asthma started about ten days after 
this accident occurred, and under hyp- 
nosis this was explained to her and 
reinforced at several sessions. The 
asthma stopped abruptly, and she has 
been symptom-free for two and a half 
years. 


These histories, in brief, set the pat- 
tern for causative factors found as an 
emotional or environmental motivat- 
ing factor in the asthmatic attacks of 
these 40 cases so far satisfactorily 
treated by this method. I want to 
stress again that this is but another 
form of therapy in our medical arma- 
mentarium and that it is not a short- 
cut cure for asthma, supplementing 
vaccine therapy. Moreover, never is 
it to be used simply to suppress the 
asthmatic attacks without thoroughly 
explaining the causation of the asthma. 
The asthmatic syndrome might very 
well be the visible manifestation of 
some well hidden deep-rooted psy- 
chosis, which if not handled properly 
could very well cause some much more 
serious symptom than asthma. Thor- 
ough understanding of this fact is vital, 
and sympathetic and competent hand- 
ling is necessary. 
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ABSTRACTS OF CURRENT LITERATURE 


Edited by Bernard E. Gorton, M.D. 


Ingham, J. G. Psychoneurosis and suggestibility. J. abnorm. soc. Psychol., 1955, 
51, 600-603. 


29 normal individuals and 54 psychoneurotics were given suggestions of hori- 
zontal arm movements. The psychoneurotics were found to be significantly more 
suggestible than the normal individuals so long as tendencies toward spontaneous 
arm movements were not taken into account. When this last was done, the differ- 
ence vanished. The author points out that his data do not allow one to decide 
whether the higher “suggestibility” of the psychoneurotics is spuriously due to 
their having more extensive spontaneous arm movements or is a true characteristic 
of psychoneurosis. The author also reports that sedated psychoneurotics are sig- 
nificantly more suggestible than non-sedated psychoneurotics and normals. He 
again points out that his findings do not permit one to decide whether this is an 
effect of sedation per se or might be the result, perhaps, that the more suggestible 
psychoneurotics are more likely to receive sedation during the course of ther- 
apy. (A.M.W.) 


Ingham, J. G. Body-sway suggestibility and neurosis. J. ment. Science, 1954, 
100, 432-441. 


On the basis of a study of 42 normal and 37 psychoneurotic subjects who were 
examined for degree of static ataxia and responsiveness to postural sway sugges- 
tions, this author reports that although static ataxia is significantly higher in 
psychoneurotics and contributes an appreciable component to the response to 
postural sway, psychoneurotics still appear to be more suggestible than normals. 
He agrees his findings are not to be considered as conclusive. (A.M.W.) 


Das, J. P. Conditioning and Hypnosis. J. exper. Psychol., 1958, 56, 110-113. 


The author studied 63 male students. These were hypnotized and depth of 
hypnosis ascertained by means of the method of Friedlander and Sarbin. At least 
30 minutes after termination of hypnosis the eye-lid reflex was conditioned to a 
tone and both acquisition and extinction curves obtained. The investigator reports 
finding a small but statistically significant correlation between hypnosis and con- 
ditioning. He concludes that his observation probably indicates a common factor 
underlying conditioning and hypnosis. (A.M.W.) 


Schwartz, B. E., Bickford, R. G., and Rasmussen, W. C. Hypnotic phenomena, in- 
cluding hypnotically activated seizures, studied with the electroencephalogram. 
J. nerv. ment. Dis., 1955, 122, 564-574. 


The authors have made an extensive study of EEG patterns obtained under a 
large variety of conditions involving hypnosis. Their findings are as follows: 


1. Hypnosis and wakefulness have identical EEG patterns, but typical sleep 
patterns can be brought about in hypnotized individuals by means of appropriate 
suggestions. 


2. 9 out of 11 subjects who hallucinated showed a suppression of alpha waves 
and in five cases lambda activity was observed. Control subjects imagining scenes 
showed neither of the above effects. When blin’ness was suggested both alpha and 
lambda waves were found absent. The authors feel, however, that there is some 
ambiguity with respect to the interpretation of the behavior of the lambda waves. 


3. 7 out of 10 subjects who had good suggested glove anesthesia showed no 
changes in their EEG records. The authors conclude that pain is probably still 
perceived but that it is not appreciated in its emotional aspects. 
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4. 5 subjects were regressed to the point of showing neonatal reflexes with- 
out their EEG becoming altered. 16 cases suffering from organic convulsive dis- 
orders who were regressed to the time of their last seizure did not have any con- 
vulsions and showed no EEG changes. However, 10 cases of functional convulsive 
disorders had convulsions when regressed in this manner. They too did not show 
any changes in EEG. (A.M.W.) 


Gale, C., and Herman, M. Hypnosis and the psychotic patient. Psychiat. Quart., 
1956, 30, 417-424. 


The authors report on their success in hypnotizing organic and functional psy- 
chotics. Out of a sample of 50 patients (20 organic, 30 non-organic) 19 (38%) 
could not be hypnotized, and 31 (62%) attained a light or better trance. The 
percentage of success was essentially the same for organic and functional psychotics. 
Only one case attained a deep trance, 7 reached a medium trance, and 23 were 
lightly hypnotized. They also report some evidence that severe loss of: contact is 
probably a bar to hypnosis. (A.M.W.) 


Kohn, H. B. Suggestion relaxation as a technique of inducing hypnosis. J. Psychol., 
1955, 40, 203-208. 


Two groups of 10 subjects each were tested as follows. One group was asked 
to participate in an experiment in relaxation, and the other group was invited to 
take part in an experiment in hypnosis. Both groups received the same instructions, 
aimed at inducing progressive relaxation, from tape recordings. Both developed 
some degree of hypnotic suggestibility as established by the LeCron-Bordeaux scale. 
The hypnotic group showed somewhat higher suggestibility. (A.M.W.) 


Atterbury, R. A. Clinical methods of hypnotic induction. Dental Digest, February 
1957, 2 pages. 

The author discusses very briefly the nature of hypnosis, its applications in 
dentistry, the various degrees of hypnosis obtainable, and various methods of 
inducing hypnosis. (A.M.W.) 


Taugher, V. J. Hypno-anesthesia. Wisc. Med. J., February 1958, 2 pages. 


The author reports briefly on three cases in which hypno-anesthesia was used. 
One was a tonsillectomy, one a curettage case, and one a case of cesarean section. 
(A.M.W.) 


Todorovic, D. D. Hypnosis in military medical practice. Military Medicine, August 
1958, 121-125. 


Various practical aspects in the use of clinical hypnosis are discussed with 
special attention to contraindications. The author lists 15 types of conditions in 
which hypnosis can be used in peace-time military medicine. He also considers 
four main applications of hypnosis in the event of nuclear warfare: relief of pain, 
surgical anesthesia, in the treatment of burns, and to fight mass hysteria. He con- 
cludes his article with five brief case reports dealing with conversion hysteria, 
pseudo-angina pectoris, intestinal obstruction relieved by surgery, duodenal ulcer, 
and a case of anorexia associated with extensive burns. (A.M.W.) 


Higley, H. E. The treatment of paralysis with hypnosis. Amer. Osteop. Ass. J., 
1958, 57, 389-390. 

Two cases of aphagia following bulbar poliomyelitis, of 9 and of 5 years dura- 
tion respectively, were successfully treated with hypnosis by means of a combina- 
tion of regression and posthypnotic suggestions. A case of spastic paraplegia of 
five year duration was partially relieved by a similar treatment. The general 
method of approach consists in regressing the patient to a time prior to the illness 
and having him fantasy himself in the process of carrying out the acts he is unable 
to perform satisfactorily. Posthypnotic suggestions of recovery are subsequently 
given. (A.M.W.) 
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Kelsey, D., and Barron, J. N. Maintenance of posture by hypnotic suggestion in 
patient undergoing plastic surgery. Brit. med. J., March 29, 1958, 756-757. 


A male, aged 24, had lost tissue from the fore-part of the right foot, which was 
to be repaired with a pedicle from the abdomen transported via the left forearm. 
In hypnosis the arm was put in position against the abdomen, and patient was told 
that at the command “Loci: it” the arm would become fixed and would not move 
until the command “Unlock it” was given. After a second session, he was hypno- 
tized and told that he would maintain this position over night while he slept. He 
slept well, and the position was maintained successfully. The operation was per- 
formed under hypnosis with some local anesthesia, as patient expressed discomfort, 
the upper end of the pedicle being freed from the abdomen and inserted into the 
left wrist. The required position was held accurately until the next operation, 
three weeks later, when the lower end was freed from the abdomen and inserted 
into the forearm. In due course the pedicle was ready for one end to be freed 
from the wrist and inserted into the fore-part of the right foot. Before the opera- 
tion a rehearsal session was held, in which the left hand was placed on the dorsum 
of the right foot and “locked,” patient being told to hold the position during the 
night’s sleep. After the operation, the left forearm was placed on the dorsum of 
the right foot. Waking and sleeping, patient held this position until, after 28 days, 
the pedicle was separated from the forearm. Patient could move about with the 
aid of a crutch, and he “achieved truly astonishing mobility.” The authors ask but 
do not answer the question, Would the suggestions remain effective under a dose of 
thiopentone or if the patient were to stumble and reflexly try to wrench his hand 
free? (F.A.P.) 
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APPLICATION OF THE ELECTRODYNAMIC FIELD THEORY 
IN BIOLOGY, PSYCHIATRY, MEDICINE, AND HYPNOSIS! 


I. GENERAL SURVEY 


by Leonard J. Ravitz, M.D.? 


There are therefore Agents in Nature 


able to make the Particles of Bodies 


stick together by very strong Attractions. 
And it is the Business of experimental 


Philosophy to find them out. 


I. NEWTON: 


Qu. 31, p. 369, in Book III: 


Opticks: or, a treatise of the 


Squinting and groping through the 
dim dustbins of tradition in search of 
some fixed bulwark, man perceives but 
fuzzy fractions of all the forces about 
and within him. Gradually, one by 
one, his “common sense” assumptions 
have been pulled out from under him. 
He has recoiled, resisted, and clung in 
vain to these comforting artifacts 
which underwrite his “firm grip on 
reality.” When man finally adjusted 
to existing on a fourth-rate sphere 
which was scarcely the flat center of 


1Presented in part at the First Annual 

Meeting of The American Society of Clini- 

=e Chicago, Illinois, 3 October 

| ?Consulting Director, Training and Re- 

search, Eastern State Hospital, Williams- 
burg, Virginia. 


reflections, refractions, in- 
flections and colours of light, 
4th ed., 1730. 


With a certain daring impishness, however, I 
venture to remark in paraphrase “The trouble, 
dear Brutus, may not be with our stars, but 
with ourselves, that we are moving.” 


H. T. STETSON: Modern evidences for differential 
movement of certain points on the 
earth’s surface. Tr. N. Y. Acad. Sc., 
Series II; 6: 205, May 1944. 


creation, then at least his solar system 
held sway in the scheme of things. 
And when this belief was finally swept 
away, it was encouraging to know that 
universal matter continued to spin 
around his own galaxy. At the time 
his geocentric galaxy dissolved into 
nothing more spectacular than a per- 
ipheral sideshow, man could still take 
refuge in his most basic conviction, 
that of being a special creation, a spec- 
ial “mental substance.” After all, Des- 
cartes, Malebranche, and especially 
John Locke said so; and didn’t Freud 
give “mental substances” special parts 
and forces within the confines of 
his closed theoretic system to balance 
the cold “mechanisms” of the “mate- 
rial” world? 
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To be sure, all of the chemical atoms 
and molecules found in the “physical” 
world are also found in man—man 
who is dependent on sources outside 
himself for his energy supply. Fur- 
thermore, Mendel conjured up me- 
chanical little genes; and didn’t Dar- 
win say something about evolution? 
But as a special “mental substance”— 
a detached spectator — man need not 
consider such trivia. Doesn’t he de- 
termine his life by his own “conscious 
and unconscious motivations,” through 
special laws governing the action of his 
“mind” on his “body” hinging on com- 
plex interactions of “mental mecha- 
nisms” and “mental forces”? 

Yes, man—that special “mental sub- 
stance” encased in a “physical body” 
of high school chemistry anointed with 
medical school ‘“psycho-dynamics” — 
man who continues to browbeat na- 
ture into conforming with his equally 
special notions of “good” and “bad”, 
“normal” and “abnormal”, “emotional 
maturity” and “emotional immaturity” 
—man who is making stellar strides in 
psychiatry by psychoanalyzing and 
tranquilizing — man who has finally 
achieved a “golden age” in medicine, 
who controls epidemics through base 
empiricism and wishful thinking. 

To primitive cerebration, our posi- 
tion is made infinitely bleaker when 
one sees man hanging onto a strange 
celestial rollercoaster, spinning on its 
axis at 1000 miles per hour, orbiting 
him around the sun at a clip of 20 
miles per second, speeding around the 
edge of the Milky Way at 170 miles per 
second, catapulting him and all matter, 
living and dead, through a multidi- 
mensional space-time continuum by an 
infinite series of undulations piled up- 
on undulations, yet paradoxically mak- 
ing it appear that he is alone and 
standing still. 

Though man has had short innings 
as a species, he, like other matter, 
appears to be evolving. The most im- 
portant gift of evolution is his neo- 


RAVITZ. 


cortex, which, eons after it first 
dawned in reptiles, is finally begin- 
ning to fulfill its potentiality, that of 
increasing his control over his envir- 


onment. 


Through use of his neocortex, man is 
now probing the secrets of nature, yet 
without any fundamental understand- 
ing of himself and his fellow man. Be 
cause of this void, man may shortly 
blow himself and most of his phylo- 
genetic kin to bits. His behavior, in 
this sense, should be controlled. But 
the effective control of behavior in 
any sense requires reaffirmation of the 
tautology that one must first under- 
stand behavior—understand it in terms 
of primary forces. Since science can- 
not deal with special “mental” or 
“spirit” forces, let us hope that the 
forces which cause behavior turn out 
to be natural forces after all—forces 
amenable to objectification through re- 
producible, quantitative measurement. 

Man’s dim sensory apparatus re 
quired amplification to gain some com- 
prehension of both macrocosm and 
microcosm. Might his sensory. appar- 
atus similarly require amplification to 
gain working knowledge of Hh theo- 
retic component? 

Let us momentarily wander back- 
ward in time to the late 1940’s, where 
in one room of a laboratory suite 4 
keyed-up young woman is exclaiming, 
“T feel like +80; and you can’t hypno- 
tize me unless I calm down—at least to 
+65! And I certainly can’t be re 
gressed unless my voltage drops to 
+50 or so!” 


A photoelectric recorder is zeroed- 


in, electrodes are positioned and the! 
recording needle jerks instantaneous-| 
ly to the right of zero, stabilizing with 
minor oscillations at -+78 millivolts. 


Some renowned professor who thinks: i 


that hypnosis is “nothing more than 
suggestion” watches the procedure in-| 
tently. In a few moments the needle 


gradually begins to swing toward zero, 
reaching a stabilized intensity of +6l 
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ELECTRODYNAMIC FIELD THEORY 


millivolts after 15 minutes. Five more 


| minutes elapse before the subject ap- 
| pears considerably more relaxed. At 


this point hypnosis is induced. The 


| voltage begins to rise precipitously, 


_ Nitive restructuring,” etc. 
-| exemplifies the need for sound foundations 


reaching a level of +72 millivolts in 
15 seconds. During induction, the sub- 
ject’s eyelids flutter but remain open. 
Suddenly she hyperventilates for a 
brief interval, following which the re- 
cording pen again begins to swing to- 
ward zero, this time without any oscil- 
lations, the tracing now appearing as 
a straight line. Fourteen minutes lat- 
er the intensity has dropped to +50 
millivolts. When asked whether she 
is ready for the experimental proced- 
ure, the subject replies with a nod. 

Is this some episode from science fic- 
tion? Can the instruments of field 
physics automatically monitor depth 
of hypnosis? 

Rather than science fiction, the pre- 
vious account summarizes one of nu- 
merous experiments on human _ sub- 
jects before, during and after hypnosis, 
demonstrating reproducible  electro- 
metric correlates of hypnotic states. 
Moreover, since electric changes ac- 
companying hypnosis can be produced 
through others’ suggestions; and as 
hypnotic states, themselves, often com- 
prise heightened suggestibility in cer- 
tain respects, the common practice of 
decrying hypnosis—or for that matter 
any observable phenomena—as result- 
ing “merely from suggestion”? may at 
last begin to assume a somewhat dif- 
ferent configuration. What, then, is 
the background behind the first elec- 


’In some enlightened psychologic contri- 


_ butions to a sophisticated explanation of 


hypnosis, the unfashionably adynamic term, 
“suggestion”, seems to have been modern- 
wed and expanded: e.g., “perceptual-cog- 
Such thinking 


in basic epistemology as well as in the phy- 
logenetic and ontogenetic evolution of the 
hervous system and of human nature (cf. 
Northrop and Herrick). 
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tronic measurements of hypnosis, and 
what does it mean? 


A. ELECTRODYNAMICS IN BIOLOGY 


Stimulated by the pacemaking stud- 
ies of Du Bois-Reymond, Mathews, Ing- 
var, and Lund, and by the development 
of field physics from the experiments 
of Faraday through the mathematical 
formulations and reformulations of 
Maxwell, Larmor, Lorentz, and Ein- 
stein, Burr and Northrop evolved the 
electrodynamic theory of life in 1935. 
Since particle physics required supple- 
mentation with field concepts in the 
inorganic universe, it was felt that the 
same constructs should likewise apply 
to the biologic domain, where the im- 
portance of a relational factor is even 
more apparent. 


As measuring devices prior to 1935 
tended to act as current drains, draw- 
ing the requisite power from the or- 
ganism being tested, it was first neces- 
sary to develop new vacuum tube in- 
struments which would not disturb the 
system under observation. In accord 
with Maxwell’s electromagnetic equa- 
tions, these were designed to measure 
electric force fields,t pure voltage gra- 
dients independent of current flow and 
resistance changes. 


When finally put into operation, 
what theory predicted, the instruments 
found: in their theoretic component, 
living things are electrodynamic sys- 
tems exhibiting reproducible force 
field properties continuously in four- 
dimensional space-time. 

Details of innumerable experiments 
throughout the phylogenetic tree dem- 
onstrating the ubiquitous and basic 
nature of such force field attributes 
have been published since 1935. Brief- 
ly, these exist in all forms of life, ex- 
hibit characteristic patterns, can be 
plotted in the surrounding dielectric or 


+A field is a continuum of experimental- 
ly verifiable vector forces defined in terms 
of two parameters, intensity and polarity. 
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in the air several millimeters from the 
organism, and are intimately related 
to biologic processes. For example, 
through force field measurements ovu- 
lation can be detected as well as neo- 
plastic growth. Growth capacity, hy- 
brid vigor, and genetic constitution of 
plant embryos, fruits, and seeds are 
predictable, as are the longitudinal 
axes of animal embryos before their 
eggs are fertilized. Despite a multi- 
tude of complex chemical reactions, 
the subsequent orientation of embry- 
onic neural axes with those of antece- 
dent force fields indicates a correlation 
of force field properties with the de- 
sign of living matter and with its gen- 
etic constitution. 


B. ELECTRODYNAMICS IN PSYCHIATRY 


1. Definition of state 


Since 1948, over 30,000 force field 
measurements have been made on some 
430 human subjects in many different 
states of function at Yale, Duke, and 
the University of Pennsylvania Schools 
of Medicine, as well as at the Roanoke 
and Downey Veterans Administration 
Hospitals. About 20 per cent of the 
subjects were measured at least once 
daily for varying spans of time exceed- 
ing 12 months. 

Among other findings, variations in 
feeling and behavior have been corre- 
lated with changes in these voltage 
gradients, and evidence presented that 
emotional perturbations tend to occur 
with either high intensity or labile 
force field patterns. 

Utilizing the so-called “double-blind” 
procedure, statistical evaluation of 
force field measurements reveal the 
highest known correlates between any 
physiologic testing technic and subjec- 
tive estimates of severity of psychiatric 
symptoms. Ranging electrometrically 
in time from states of excitation to 
states of exhaustion, such force field 
“profiles” appear to have prognostic 


RAVITZ 


significance transcending observable 
criteria. 

Moreover, after an initial learning 
period most individuals are able to re- 
late their largely ineffable inner feel- 
ings to numeric symbols in terms of 
what the millivoltmeters indicate. Sub- 
jects “guess” their field intensities® and 
polarities® on closed ballots prior to ac- 
tual measurement, and many of them 
acquire phenomenal ability. 


2. Prediction of future states 


Electric force fields undergo periodic 
alterations, providing for each organ- 
ism a variable baseline state in con- 
stant flux and reflux—the momentum 
of living matter in time. Though high- 
ly individuated, these electrocyclic 
patterns conform to a general overall 
configuration. In human subjects with- 
in any 12-month span, the most pro- 
nounced electric tides comprise diur- 
nal, fortnightly-monthly, seasonal, and 
semiannual variations. For example, 
the highest intensities of plus polarity 
reach their peak in winter, then grad- 
ually decrease, undergoing polar re- 
versals with increasing intensities— 
this time of minus polarity, most pre 
dominant in spring or early summer 
and autumn. Considerable voltage 
lability occurs during periods around 
the vernal and autumnal equinoxes. 


Electrocyclic timing appears to be 
governed by both exogenous and en-| 
dogenous factors. Primacy of the ex| 
ogenous component is suggested, how- 
ever, not only by plotting similar field 
excursions on diverse representatives 


of the plant and animal kingdoms © 


5 Absolute or arithmetic magnitude, with- 
cut respect to sign. 

®Predominant algebraic sign of the in- 
tensity—plus or minus. Theoretically, po- 


larity indicates the direction of the fields, | 
or axis of rotation or spin. In these studies | 
it always refers to the forehead leads (hot | 
or grid electrode) relative to some other 
reference point, e.g., anterior chest wall or | 
palm (cold or ground electrode). 
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ELECTRODYNAMIC FIELD THEORY 


within the same time intervals, but 
also by demonstrating a_ parallel- 
ism between simultaneously recorded 
earth, atmospheric, and tree potential 
differences. On inspection, geomag- 
netic tides likewise seem to correspond 
to these electric rhythms. Moreover 
annual variations in the force field pat- 
terns of trees have paralleled the sun- 
spot cycle, and evidence has been col- 
lected which suggests similar trends in 


' human subjects. 


Even prior to mathematical formula- 
tion, rough long- and short-range fore- 


| casts of symptom exacerbation and re- 


mission were made for certain patients, 
knowing the field intensity, polarity 
and general rate of change for a given 
state at a given time in the present, 
while anticipating specific force field 
variations at some given future time. 
In this connection, for the sample 
month of January 1956, maximum field 
perturbations of a group comprising 
both patients and controls have been 
statistically correlated with subsequent 
psychiatric hospital admission spikes 
which lagged behind by 48 hours.’ . 
Whatever else, a scientific explana- 
tion is at last furnished for certain as- 
pects of age-old myths ascribing vari- 
ous changes in state function to the 
lunar cycle, with, however, several 
new twists: viz., the dependency of 


' such changes on individual responsive- 


ness and individual reaction times 
to individually-timed rhythmic varia- 
tions, whose intensities, elasticities, 
and directions are amplified, con- 
densed, accelerated, decelerated, and 
reversed in accord with periods of oth- 
er frequencies. Beyond all this fren- 
etic energy flow and ebb, the moon re- 
mains silently aloof, being itself pro- 
pelled into space-time along invisible 


*Though 62% of admissions could be at- 
tributed to “the variable” of mean force 


| field intensification (Wilpizeski), this does 


not imply that months having lesser field 


| intensifications would likewise show sig- 


nificant correlations. 
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tracks of its own course by the same 
forces operating upon and within liv- 
ing matter. 

More pertinently, perhaps, discovery 
of electrocyclic phenomena in human 
beings reinforces Erickson’s emphasis 
on the importance of longitudinal case- 
studies in revealing the ungarbled, 
rigid, stereotyped automaticity of 
much behavior masquerading in cross- 
section as fractionated personality- 
responses to apparent realities of given 
situations. 


C. ELECTRODYNAMICS IN “PSYCHOSOMAT- 
ICS,” THE MEDICAL AND SURGICAL 
SPECIALTIES AND GERIATRICS 

Somatic complaints show correlates 
with changes in field properties, which 
also undergo characteristic alterations 
with aging. The following outline il- 
lustrates a few sample preliminary 
linkages: 


1. Changes in state function preceded 
by or associated with force field 
shifts in a minus direction 

a. Upper respiratory infections 

b. Peptic ulcers and other gastro- 
intestinal disorders (e.g., diarrheas of 
varying immediate etiologies) 

c. Allergies (e.g., hayfever and asth- 
ma) 

d. Carbuncles and furuncles 

e. Arthritis 

f. Wounds 

g. Nonspecific “psychosomatic” com- 
plaints 

h. Peripheral nerve injuries 

i. Cellular growth (i.e., the growing 
portion) 

j. Aging 

k. Malignancies 


2. Changes in state function preced- 
ed by or associated with force field 
shifts of high intensities, whose 
polar direction appears to be con- 
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ditioned by individuated electro- 
cyclic variables 


a. Migraine and severe headaches 
b. Seizure states 
c. Ovulation 


Using head-chest leads, human sub- 
jects undergo polar reversals with age 
—running downhill electrically. This 
phenomenon has also been noted in 
trees and mice, which show rising 
voltage gradients during the first third 
of life, a leveling off during the mid- 
dle third, and a decline during the final 
third. On the few human subjects 
thus far tested below age 16, minus 
polarity has been predominant. Typi- 
cal caucasian males in their late teens 
and early 20’s tend to show moderately 
high intensities of almost uniformly 
plus polarity. This may or may not be 
true of caucasian females of the same 
age, who tend to go minus at a much 
younger age than males. By the third 
decade, most females appear to be mi- 
nus much of the time; males in their 
30’s may still tend to show predomi- 
nant plus polarity. Yet beyond 50 
years of age, plus polarity has been 
found only about 10 per cent of the 
time in both sexes with, of course, in- 
dividual exceptions. 

On inspection, the most common 
symptom associated with sustained mi- 
nus readings is fatigue, especially fol- 
lowing sustained voltage intensifica- 
tion in the minus direction. Such sus- 
tained high-minus values also tend to 
be associated with feelings of lassitude 
and hopelessness and the feeling of be- 
ing “dragged-out,” in addition to nu- 
merous somatic complaints. In this re- 
gard, it is of interest to note that, un- 
like typical depressions found in young- 
er age groups which are typically asso- 
ciated with high intensities of either 
polarity, involutional depressions have 
to date been seen only in conjunction 
with high-minus field configurations. 

Aside from exemplifying the non- 
specific property of force field meas- 
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urements, these studies highlight the 
inherent impotence of dualistic “psy- 
chosomatic” constructs. “Emotional” 
and “physical” factors seem indistin- 
guishably and inexorably fused to in- 
dividuated variable baseline states of 
given organisms in time, defined in 


terms of force field parameters. Fur- | 


ther, through this new definition of 
state, not only is light shed on the 
known periodicities of certain clinical 
conditions, but also on the profound 
and protracted psychiatric, surgical, 
and medical problems frequently aris- 
ing in the geriatric matrix. 


D. ELECTRODYNAMICS IN HYPNOSIS 


On April 24, 1948, depth of hypnosis, 
which had heretofore eluded objective 
measurement, was electronically moni- 
tored for the first time and compared 
with force field shifts during other 
states of consciousness. By November 
15, 1949, continuous tracings were be- 
ing photoelectrically recorded in the 
Section of Neuro-Anatomy, Yale Uni- 
versity School of Medicine. 

With the recording paper set at a 
speed of one inch per minute, a pair of 
reversible, nonpolarizing, silver-silver 
chloride electrodes resting on saline- 
soaked pads was strapped to the fore- 
head and palm. After a prehypnotic 
run averaging from five to ten minutes 
to insure maximum repose, readily de- 
termined by noting changes in the 
voltage pattern, the subject was hyp- 
notized. Erickson’s “naturalistic ap- 


proach” was utilized, the individuated ' 


patterns of response and personal ca- 


pabilities of each subject serving as | 
cues. By setting up the recording 


apparatus at various locations, the de- 
velopment of deeper trance states—or 
for that matter, any changes in state 
function—can be just as easily moni- 
tored at convenient distances. 


1. Electric force field changes before, | 


during, and after hypnosis 
a. Prehypnotic, waking-state force 
field tracings show small, characteristic 
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minute-to-minute variations. These 
differ in intensity, rate of change, and 
polarity from person to person and de- 
pending on changes in general state 
function, within the same individuals 
at different times. Such changes are, 
in turn, intimately bound to the vary- 
ing positions and momentums of sub- 
jects in their electrocyclic patterns at 
given times. Thus, at the peak of his 
fortnightly period, the apprehensive 
state of one graduate psychology stu- 
dent was associated with an unstable 
squiggly force field tracing ranging in 
intensity from +29 to +41 millivolts. 
A few weeks later the same subject, 
now closer to zero and “perfectly re- 
laxed,” produced a much more stable 
tracing, showing contracted variability 
of reduced intensity: from +6 to +12 
millivolts. 


b. Hypnotic induction is often ac- 
companied by considerable increases in 
force field intensity, especially in un- 
trained subjects. For example, the 90- 
second cataleptic induction phase of a 
graduate student of physics caused a 
field intensification of 29 millivolts as 
well as the appearance of slow 15-cycle 
oscillations. By the end of this period 
the voltage gradient had begun to de- 
crease, following which the subject’s 
hand soon dropped to his lap, a posi- 
tion which had been established to sig- 
nify profound dissociation. 


c. The trance state itself, following 
induction, is characterized by a voltage 
decrease relative to that during induc- 
tion; and the tracing, which had pre- 
viously shown varying degrees of oscil- 
lations, now smooths to that of a 
straight line. As compared with wak- 
ing-state patterns, force field tracings 
after hypnotic induction show less dif- 
ferentiation between individuals or 
within the same persons at different 
times. 

Though a gradual voltage decrease 
is usually obtained, gradual increments 
are sometimes observed in both inten- 
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sity and polarity, or limited solely to 
intensity or polarity, e.g.: 


(1) Intensity increasing, polarity 
going plus: Where the subject’s varia- 
ble baseline state is shifting in a plus 
direction from lower intensities of plus 
polarity, in accord with the diurnal 
electrocyclic rhythm at that particular 
time. 


(2) Intensity increasing or eventu- 
ally increasing, polarity going minus: 
Where the variable baseline trend is in 
a minus direction from low intensities 
of either polarity. In such an instance, 
voltage “rise” refers only to the abso- 
lute intensity. Thus a shift from +2 
to —18 millivolts during hypnosis may 
be considered either in arithmetic or 
algebraic terms. Without taking sign 
into account, the voltage increased 
from 2 to 18, a shift of 16 millivolts. 
Algebraically, however, the voltage 
continued downward, from +2 to zero 


to —18, a shift of 20 millivolts. To 
avoid confusion, —18 millivolts is 
called “high-minus,” the “high” or 


“low” indicating greater or lesser de- 
viations from zero, and the predomi- 
nant polarity being designated as mi- 
nus or plus. 


(3) Intensity decreasing, polarity 
going plus: Where the variable base- 
line trend is in a plus direction from 
relatively high intensities of minus po- 
larity. Here voltage “rise” refers only 
to the plus polarity shift—at the same 
time the arithmetic intensity is de- 
creasing toward zero. Since the polar- 
ity of head-palm leads is typically plus, 
this third example is seldom seen. 


Since one is obviously dealing with 
relative values whose intensity and 
polarity are not only in continual 
rhythmic flux but also conditioned by 
the geometry of electrode placements, 
it follows that the most important 
characteristic of force field shifts dur- 
ing hypnosis is change from the wak- 
ing state and, especially in untrained 
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subjects, from the state of induction. 
These electrometric studies corrobor- 
ate Erickson’s observations that even 
well-trained subjects usually require 
about 15 to 20 minutes before attain- 
ing sufficiently profound dissociations 
to permit satisfactory task perform- 
ance, undistorted by the persistence of 
usual waking habits and behavior pat- 
terns. Hence the induction state must 
be carefully differentiated from the 
trance state itself. 


d. Performance and energy mobili- 
zation during the trance state itself: 
At the sensitivity utilized, speaking 
and eyes open do not appreciably affect 
the typical hypnosis record except in 
subjects who are in a very light trance 
or who experience concomitant emo- 
tional perturbations, the field pattern 
then reverting to that of the waking 
state. Bilateral catalepsy of the arms 
also tends to be associated with minor 
variations in well-trained subjects. 
Likewise dreams, hallucinations, and 
even regressions or revivifications alter 
the hypnotic tracing minimally unless 
accompanied by intense affect or chan- 
ges in energy level. For example, one 
subject suddenly spoke of feeling a 
spurt of energy. A 10-millivolt poten- 
tial rise lasting two minutes accom- 
panied this evanescent change in state. 
Minimal alterations were recorded 
with revivifications of past experiences 
until a 14-millivolt increase heralded 
an interlude of grief at leaving a good 
friend, which persisted for 242 minutes. 

Thus aside from exogenous and en- 
dogenous determinants of the variable 
baseline state (electrocyclic phenome- 
na), sudden situational changes in 
force field patterns are effected by 
changes in emotional intensity or en- 
ergy level rather than by any specific 
procedure or isolated experiential phe- 
nomenon. This applies to all states of 
consciousness, as do field perturbations 
which accompany itching, scratching, 
sneezing, coughing, hiccoughing, yawn- 
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ing, pain, aching, cramps, startle re- 
sponses, etc. 


e. Termination of hypnosis usually 
results in dramatic voltage shifts in a 
plus direction, after which the record 
soon reverts to a waking state config- 
uration. The precise time interval dur- 
ing this transition period depends on | 
how quickly or slowly the subject re- 
turns to the waking state. For exam- 
ple, at the end of hypnosis, one sub- 
ject’s force field pattern showed an in- 
tensification of 42 millivolts in 75 sec- 
onds, shifting from +32 to +74 milli- 
volts. However, feeling very drowsy, 
he tended to doze. Such changes in 
state correlated with drops in voltage 
intensity, voltage rises corresponding 
to increased alertness. Laughter-pro- 
voking spontaneous emotive thoughts 
likewise correlated with increased 
alertness and with precipitous voltage 
rises. 

Loquaciousness or general excitabil- 
ity can be characterized by consistent- 
ly irregular voltage patterns of rela- 
tively high intensity. Thus at trance 
termination one subject became excit- 
ed, acting as though intoxicated, 
though avoiding gross movements 
which might interfere with the elec- 
tronic monitoring of her state. Force 
field shifts and accompanying oscilla- 
tions were of sufficient magnitude to 
jiggle the penwriter off the recording 
paper, precluding any accurate esti- 
mate of degree of change beyond the 
fact that it exceeded 100 millivolts. 
High intensity finger potentials and 
Mittelschmerz suggested that she had 


just begun to ovulate. i 


It is important to reiterate that, 
though the posthypnotic record shows 
waking state voltage characteristics at 
about the same intensity as in the pre- 
hypnotic state, alteration in field in- 
tensity is usually seen when trances 
are prolonged over a period of several | 
hours. This corresponds to the changed 
position of the subject with respect to 
his electrocyclic pattern which fre 
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quently shows pronounced variations 
within certain 24-hour spans. 


2. Electric force field changes in hyp- 
nosis versus field alterations in 
other states of consciousness 


a. Force field records during sleep 
cannot be distinguished from those 
in hypnosis when they decrease in 
voltage. However, whereas sleep pro- 
duces marked electroencephalographic 
changes, electroencephalograms dur- 
ing hypnosis present a waking-state 
configuration unless hypnosis blends 
into sleep automatically or as a re- 
sult of suggestions. Thus sleep ef- 
fects alterations in both the rapidly 
alternating EEGs and in the rela- 
tively steady-state force field pat- 
terns (voltage gradients) as contrasted 
with hypnosis, which is characterized 
by shifting force field parameters and 
preservation of waking EEG rhythms, 
ie, while remaining “hypnosis.” Of 
course, since the reports of Franke and 
Koopman (1938) occasional claims 
have been made that EEGs sometimes 
show increased frequencies and ampli- 
tudes during hypnosis, also that Four- 
ier analyses may reveal angular curves 
instead of the sinusoidal waves which 
tend to accompany the waking state. 
The point is, however, that even these 
seemingly uncommon changes are of a 
very subtle nature, especially when 
compared with the changing force 
field picture—suggestive of shifts to- 
ward the drowsy end of a continuum. 


b. Sodium amytal narcosis evokes 
minimal force field changes unless as- 
sociated with an augmentation or 
quelling of perturbations. Even in the 
presence of disquietudes, voltage shifts 
of considerable intensity which often 
accompany trance states are seldom 
present; and a gradual diminution of 
drug effects prevents the recording of 
Significant “terminal” voltage excur- 
sions. By contrast, sodium amytal, or 
any of the barbiturates and bromides, 
produces profound EEG changes. 
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Similar phenomena can be seen in 
other living systems. For example, 
white rats injected intraperitoneally 
with various central nervous system 
depressants, including amytal (90 mg./ 
kg.), evidence minimal force field 
changes in the face of pronounced 
physiologic disturbances. 

Incidentally, with respect to subjects 
of the same sex, somatotype, and age 
who disclaim frequent usage of stimu- 
lants and depressants, an apparent re- 
lationship exists between dosage re- 
quired for the production of desired 
experimental effects and individual 
force field intensities at these particu- 
lar times. 


c. Other drugs acting primarily on 
the neocortex, e.g., certain members of 
the amphetamine family, caffeine, al- 
cohol, etc., likewise show minimal 
force field and maximal EEG changes 
both in human subjects and in white 
rats. 


d. Anoxia, whether from carbon di- 
oxide-oxygen or nitrogen-oxygen in- 
halations, effects marked alterations in 
both force field and EEG patterns. 


e. Insulin coma also affects pro- 
foundly both EEGs and force fields. 


f. Resistance to hypnosis can be 
augmented or lowered by barbiturate 
administration. For example, a Yale 
College senior, whose force fields sud- 
denly registered a 20-millivolt incre- 
ment coinciding with his witnessing, 
with increasing discomfort, the begin- 
ning preparation of a solution of so- 
dium amytal, became facetious and 
sarcastic after the injection. This 
change in state corresponded with in- 
creased irregularity in his force field 
tracing. During each of three attempts 
to hypnotize him, the subject closed 
his eyes, which he shortly opened to 
the accompaniment of a snide remark. 
The persistence of voltage irregularity 
even with eyes closed corroborated the 
clinical observation that he was not 
hypnotized. 
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On the other hand, a friend of this 
subject behaved oppositely. Prior to 
barbiturate administration, only light 
hypnotic states could be produced, as 
is evidenced by initial voltage in- 
creases followed by decreases and 
smoothing, which reverted to a waking 
state configuration at suggestions for 
deeper trance states. Though sodium 
amytal failed to change the tracing in 
any significant way, the subject soon 
evidenced spatial and temporal disori- 
entation, then suddenly began to speak 
of spontaneous visual hallucinations he 
was experiencing. The next attempt 
at hypnosis was successful. Startle re- 
sponses evoked by sudden, unexpected 
hand-clapping produced increments as 
much as 16 millivolts. Following sug- 
gestions calculated to elicit an emotive 
response during automatic writing, a 
pad of paper placed under the subject’s 
hand precipitated an immediate volt- 
age rise, which in 1% minutes had 
shifted 34 millivolts. By contrast, mo- 
mentary opening of his eyes was asso- 
ciated with barely discernible force 
field changes. 


3. Depth of hypnosis, as measured 
electrometrically, correlates only with 
the degree of force field shift relative 
to waking and induction state patterns, 
and the amount of smoothing. Any 
change in hypnotic level can be detect- 
ed immediately by changes in voltage 
and in tracing configuration. No rela- 
tionship exists, therefore, between hyp- 
notic depth and ability to develop am- 
nesia or other phenomena frequently 
necessary for adequate therapeutic 
and/or experimental trances. Hence 
electrometric evidence again substan- 
tiates Erickson’s careful clinical obser- 
vations suggesting the naiveté of em- 
pirically-derived rating scales of hyp- 
notic “depth,” e.g., the Davis-Husband 
criteria, which posit graduated fixed 
“depths” depending on elicitation of 
progressively more “difficult” phenom- 
ena. Actually some subjects who are 
unable to produce any of these phe- 
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nomena are in deep trances; some who 
can experience phenomena supposedly 
found only in “deep” trance states are 
in light trances; and still others show 


considerable variation in this regard. | 
Yet the concept of depth, as applied to | 


trance states, is by no means negat- 


ed, having been merely redefined | 


in terms of the same objective, repro- 
ducible, quantitative electrometric cri- 
teria which can monitor depth of sleep 
and waking alertness. 

Moreover in reviewing records taken 
over the past decade, it seems as 
though those subjects capable of devel- 
oping the most complex behavior phe- 
nomena during hypnosis comprised in- 
dividuals whose trance states showed 
neither the greatest nor the least field 
intensity alterations. 

Some subjects prefer rapid induc- 
tion and termination periods; many 
like very gradual transition states; 
and others vary their behavior and 
preferences at different times. Such 
individuation has been objectively re- 
corded. Unless associated with a rel- 
atively smooth voltage tracing in a 


given subject at a given time (rare), | 
the waking state fails to produce such || 
a pattern even when sitting with eyes || 


closed. 


The possible neural basis of hyp- 
nosis and the biologic significance and 
implications of electric force field 
measurements will appear in Parts Il 
and III. 


Suffice it to say, electrometric moni- | 
toring of hypnotic states, divesting | 
inexplicable | 


hypnosis of its mystic, 
trappings through application of mod- 
ern field physics, has had a successful 
11-year trial run. 


SUMMARY 


Living matter at last appears to have 
a definition of state couched in terms 
of space-time and energy. Through 
this new definition of state, which en- 
compasses at least four dimensions, it 
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has been possible to detect a measur- 
able property of general state function, 
including for the first time an objec- 
tive, reproducible, quantitative metric 
of hypnotic states. 

Variations in hypnotic tracings are 
effected by changes in energy level 
rather than by any specific procedure 
or isolated experiential phenomenon. 
Though such electrometric monitoring 
negates empirically-derived rating- 
scale criteria as indices of hypnotic 
depth, the concept of depth is still re- 
tained, being redefined in terms of 
relative EMF changes. 

Trance states can be distinguished 
from sleep by the development of 
characteristic force field shifts with 
preservation of a waking EEG config- 
uration. Barbiturate narcosis, on the 
other hand, is associated with minimal 
force field and maximal EEG altera- 
tions. 

Through force field measurements, it 
has also been possible to plot the con- 
stantly changing position and momen- 
tum of all living matter in time—not- 
ing the dependency of changes in state 
function on individual responsiveness 
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and individual reaction times to indi- 
vidually-timed rhythmic oscillations 
which likewise conform to a general 
overall pattern transcending the plant 
and animal kingdoms. 

Despite all this frenetic energy flux 
and reflux, certain rhythmically stable 
parameters have been designated for 
what constitute perturbations of many 
different kinds. Aside from the fact 
that such quantitatively definable ordi- 
nates can be treated mathematically, 
another unavoidable implication con- 
cerns a dawning realization that many 
so-called “controlled” studies on living 
matter have been something less than 
“controlled”, failing to consider unseen 
crucial variables —electrocyclic phe- 
nomena. Hence a new dimension of 
integration has been provided by 
jumping the gap between physics and 
biology, dispensing with three-dimen- 
sional space and linear-dimensional 
time and slamming the door on those 
animistic, primitively-enduring con- 
ceptual artifacts of special Cartesian 
mental substances and mental forces 
which underwrite “dynamically form- 
ulated” American psychiatry. 


GENERAL REFERENCES TO PARTS I, II, AND III 


The following bibliography, arranged in a somewhat desultory fashion, makes 


no pretense at completeness. 


It is intended only as a complementary and supple- 


mentary reading list, working familiarity with which should prove helpful in under- 


standing the implications of these papers. 


Though certain references defy circum- 


scribed classifications, no item appears more than once in the following outline: 


METHODOLOGIC FOUNDATIONS OF SCIENTIFIC KNOWLEDGE 


Cassirer, E. Ch. 2, Mimetic, analogical, and symbolic expression, 1: Language, in 
The philosophy of symbolic forms. New Haven, Yale University Press, 1953. Pp. 
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Dingle, H. Science and modern cosmology. Science, 1954, 120, 513-521. 


Northrop, F. S. C. The logic of the sciences and the humanities. 


millan, 1947. 


EVOLUTION OF HUMAN NATURE 


Herrick, C. J. The evolution of human nature. 


1956, 
Sherrington, C. Man on his nature. 


(2nd ed.) 


New York, Mac- 


Austin, University of Texas Press, 


Cambridge, University Press, 1951. 
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BIOLOGIC RHYTHMICITY 
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————————.. Acclinical note on indirect hypnotic therapy. J. clin. exp. Hypnosis, 
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THE OBSTETRICIAN AND HYPNOSIS 
by R. V. August, M.D. 


This is a report on the use of hypnosis 
by the author in his private practice. 
From November 1, 1957, to September 
29, 1958, 361 patients were delivered. 
Hypnosis was used in 295, 80 per cent, 
of the cases. It was successful when 
used alone in 94 per cent of these cases, 
and it failed to provide total adequate 
anesthesia in six per cent of the cases 
(18 of the 295). No attempt will be 
made here to review the literature. 
Only our philosophy and methodology 
will be presented. 

Our obstetrical patient, when first 
seen, relates her complete medical his- 
tory to my secretary. I review her his- 
tory and do a pelvic examination to 
confirm the diagnosis of pregnancy. 
Following this, we first review and 
then advise on the care of any special 
noxious problems, such as hyper- 
emesis. Then we give her a booklet 
on obstetrical care and a prescription 
for prenatal capsules. A complete 
physical examination, including pelvic 
mensuration, blood, and urine analysis, 
is done at her second visit. At this 
time she is advised on the frequency of 
subsequent visits, which will occur at 
monthly intervals until the eighth 
month, when she will be seen twice, 
and the ninth month, when she will be 
seen weekly. At this time we also dis- 
cuss the various analgesics and anes- 
thetics. We permit our patient to 
make her own choice of sedation to be 
used. We promise to adhere to her de- 
cision, barring any possible medical 
contraindication. 

We will now concern ourselves with 
the patient who selects hypnosis. Our 
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next visit consists of one to two hours 
spent with her, seven other similar pa- 
tients, and their husbands. At this time 
we advise our patients that the pri- 
mary purpose of good obstetrics is a 
normal healthy mother and a normal 
healthy baby, and that the second pur- 
pose of our care is a maximum of com- 
fort for the mother and a minimum of 
sedation for the infant. Next we teach 
our audience the fundamental facts 
about hypnosis and then proceed to in- 
duce hypnosis in the women. Finally, 
we encourage discussion in a question 
and answer period. Subsequent rou- 
tine obstetric checkups are combined 
with practice hypnosis in groups of six 
to eight. Husbands no longer attend, 
as they are invited only to the first 
class. 

We utilize varying methods of trance 
induction, deepening techniques, and 
maintenance of hypnosis. We use the 
permissive, authoritarian and/or the 
cooperative approach as indicated. 

Our patients were hypnotized for de- 
livery in one of the following manners. 


1. Post hypnotic suggestions. The 
patient achieved a satisfactory trance 
state in my office. She retained sug- 
gestions of well being when she was 
admitted weeks later to the hospital. 
These sufficed for a comfortable labor 
and delivery. 


2. Emphasis on relaxation or sleep. 
She was taught to relax and simulate 
sleep on repeated occasions. She was 
requested to do likewise after labor 
began. 

3. Rehearsal for delivery with an 
explanation leading to an understand- 
ing of contractions without discomfort. 
The physiology of labor and delivery 
were explained to her before and dur- 
ing the trance. While still in the 
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trance, she was advised to welcome the 
physiological phenomena of labor and 
to look forward to each contraction be- 
cause “each contraction brings your 
baby closer to you.” She was told that 
the contractions would continue strong- 
er and stronger and would appear clos- 
er and closer, but that they would seem 


to be lighter and lighter and that she 
would be resting longer and longer be- 
tween contractions. 


4. Production of limited area anes- 
thesia in the “birth canal” region. Skin 
anesthesia was first obtained on the 
upraised arm with the patient in the 
trance. This was repeated at each 
visit. Each time the patient was told 
more positively that this same anesthe- 
sia would be induced in the “birth 
canal” region, and that the arm was 
used only for the sake of convenience 
of demonstration. 


5). Production of a dissociated per- 
sonality and a dichotomy between 
mind and pelvis. This patient coop- 
erated both physically and verbally. 
She spoke almost continuously, advis- 
ing herself (by name) to cooperate 
with me. I added infrequent sugges- 
tions in order not to interrupt her. 

6. “On the spot” hypnosis with ei- 
ther simple limitation of the field of 
attention or separation of her body 
into tense and relaxed areas. 


Over ten per cent of the women we 
delivered were other physicians’ pa- 
tients, whom we had never met before. 
We termed six per cent of our hypnosis 
attempts failures because these pa- 
tients required additional anesthetic 
agents, such as local or general medi- 
cations. This includes all operative 
deliveries. 

Obstetric sedation, when it involves 
hypnosis, must conform with the pa- 
tient’s desire and with her capacity for 
accepting suggestions. The grown-up 
“spoiled child” who accepted the hyp- 
notic trance in my office time after 
time was a most dramatic failure when 
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she went into labor and demanded 
deep ether anesthesia long before com- 
plete dilatation. She got it. The girl 
whose divorce was pending, the girl 
whose father died recently, the girl 
with the unwanted child were all poor 
subjects for hypnosis. We have been 
sufficiently fortunate to be spared pa- 


tients of extremely subnormal mental- 
ity. We believe that hypnosis in the 
aforementioned patients is just as un- 
warranted as ether anesthesia or sad- 
dle block or any other single form of 
sedation would be for routine use in 
every patient. Fortunately, hypnosis 
is ineffective or at best most difficult 
where contraindicated. Unfortunately 
this is not true of other anesthetic 
agents in obstetrical use. 


The patients we have delivered with 
the aid of hypnosis fall into three cate- 
gories. 


1. Most of them have had an indoc- 
trination class plus three to twelve 
practice classes in groups of four to 
thirteen. We have found six to eight in 
a group to be the most satisfactory 
number. We have experimented with 
commercially available records and 
with a tape recording of my voice ob- 
tained at a previously satisfactory ses- 
sion with another group. The record 
and tape have been discontinued as 
being unsatisfactory in our hands. 


2. A few patients have had indoc- 
trination with the group and subse- 
quent private classes by their own re- 
quest. The reasons have been hearing 
difficulty, psychologic problems, and 
choice by the patient. 


3. A number of patients have been 
hypnotized into a satisfactory trance 
while in labor and even while on the 
delivery table without any previous 
preparation. 


Most of our hypnosis patients re- 
quire no medication. However, we feel 
free to use whatever additional ther- 
apy is indicated or desired by the pa- 
tient. We have no compunctions about 
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using demerol parenterally, barbitu- 
rates orally, or novocaine by hypo or 
as a block. We frequently suggest 
demerol or barbiturates to the patient 
in prolonged labor. We sincerely be- 
lieve that determination of analgesia 
should be made by the patient and con- 
trolled by the obstetrician within the 


bounds of good obstetric care. We fur- 
ther believe that the patient should be 
permitted free choice whenever pos- 


sible. 


Obstetric hypnosis may be indicated 
or contraindicated, effective or ineffec- 
tive, in different patients and in the 
same patient on different occasions. 
Some of the controlling factors we 
have encountered are as follows. 


1, Parity. Primiparae are the best 
subjects. Some multiparae have the 
habit pattern of labor pains so deeviy 
ingrained that only age regression to- 
gether with prolonged psychetherapy 
will prevail. 


2. Infant problems. Prematurity is 
a contraindication to inhalation anes- 
thesia and systemic sedation. Hypnosis 
alone and/or local or block anesthesia 
are indicated. Malposition and in- 
creased size leading to dystocia are in- 
dications for oral and/or parenteral 
medication in support of hypnother- 
apy. 

3. Maternal anatomic factors, if 
leading to dystocia, are an indication 
for supportive medication. These fac- 
tors may prevent caudal or saddle 
block, thus being an additional indica- 
tion for hypnotherapy. 


4. Need for surgical interference, 
such as episiotomy, forceps applica- 
tions, Diirhssen’s incisions, or section 
usually add to the indications for hyp- 
nosis. We have found cesarean section 
under hypnosis to be a thrilling ex- 
perience for the patient as well as for 
us. 

5. Labor. Over all duration, when 
the patient arrives in the hospital, 
when she requests or requires assist- 


ance, whether she is ready to deliver 
at the doctor’s convenience, while he is 
out on a call, or during office hours, are 
all controlling factors for the obstet- 
rician in solo practice. 

6. Maternal organic difficulties. A 
deaf-mute can not be handled in the 
same way as the average patient. 


7. Last meal. The time when it was 
ingested may be a contraindication to 
inhalation anesthesia. 


8. Intelligence of the patient. This 
should be adequate, as it usually 1s, 
but the patient must not be too critical. 


9. Socio-economic status. The time 
involved in training is not warranted 
in some patients for the doctor in pri- 
vate practice. Some patients of low 
socio-economic status, however, have 
nresented us with the most gratifying 
results with “on the spot” hypnosis. 


10. Extraneous psychologic factors. 
A neighbor’s dubious warning, the hus- 
banc’s fear, the patient in the adjacent 
bed complaining, inadvertent remarks 
by a passing doctor or nurse have on 
occasion interfered sorely with hyp- 


nosis in women who were previously 
excellent hypnotic subjects. 


11. Previous failure in another’s 
hands has added to the difficulty in 
some trance inductions. 


12. The doctor’s reputation may pre- 
cede him and lead the patient into a 
deep trance with little or no suggestion. 
One Sunday afternoon we vere asked 
to see a patient six days post partum 
who had been bleeding so steadily that 
five units of blood by transfusion had 
failed to raise her blood count to a sat- 
isfactory level. Her physician asked 
me to see and treat her, surgically if 
necessary, in his absence and without 
the opportunity of introducing me to 
her. I first met this lady in the oper- 
ating room, asked her to count aloud 
backward from 100, and proceeded to 
do a thorough pelvic examination, sev- 
ered the sutures of a wide episiotomy 
repair, removed a large thrombus, and 
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ligated a number of bleeding points 
with deeply placed transfixed sutures. 
After 40 minutes of operating time I 
noticed she was in deep hypnosis, test- 
ed her, and found this to be so. Sub- 
sequently I asked her what she did and 
why. She stated that she had counted 
down to zero, began over with 100, and 
went into hypnosis. This was her first 
experience with the trance. She stat- 
ed that she did this because she had 
heard my nine-year-old daughter, who 
plays with her neighbor’s child, state 
on many occasions that “Daddy always 
uses hypnosis on his patients.” 

13. The patient’s psychologic out- 
look at the time of labor may vary 
markedly from what it has been at any 
other time. 

14. One of our present projects con- 
sists of more accurate prediction of a 
patient’s hypnotic response when sub- 
jected to the period of stress, labor, or 
section. In a very small number we 
have wrongly prejudged both the very 
good and the very poor subject. 

15. The doctor’s training, experi- 
ence, and particularly his mental atti- 
tude are most important to the ade- 
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quacy of results obtained. Of this we 
are certain. 


A quarter century ago, in medical 
school, we were taught that obstetrical 
care involves consideration of “the 
three P’s,” powers, passage, passenger. 
We have since learned to adapt our 
medical care to our patient’s mind as 
well as her pelvis. We are convinced 
that incentive, like love, can conquer 
all. We believe that obstetric analge- 
sia and anesthesia must be adequate 
for the mother, minimal for the un- 
born infant. We believe that it must 
be suitable to the mother and fit into 
her psychological framework of desira- 
bility. Finally, we believe that admin- 
istration of satisfactory sedation must 
lie within the capability of the obste- 
trician, particularly in the absence of 
an adequately trained resident anes- 
thesiology staff. 

We believe that the decreased anes- 
thetic hazard to mother and newborn 
as well as the greater rapport estab- 
lished between patient and physician 
well merits the additional time re- 
quired for the use of hypnosis in 
obstetrics. 
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A SURVEY OF THE MANAGEMENT OF CHILDREN IN HYPNODONTIA 


by S. Irwin Shaw, D.M.D., M.Ed. 


When we consider the psychoan- 
alytic theory of hypnosis, the theory 
that the individual responds to induc- 
tion because of an unconscious desire 
to regress to a period of dependency 
on the parental figure, we might as- 
sume that every subject is a child, and 
in so doing our approach to each pa- 
tient, regardless of age, will be one of 
simplicity and assurance in order to 
establisn within the patient a feeling 
of security, in the first step towards 
developing rapport. 

In dealing with a young child it is 
easy to gain his confidence, because he 
has already learned to respect the mar- 
velous powers of his parents (mother 
very quickly kisses away any hurt) 
and with his vivid imagination he lik- 
ens all pleasant and agreeable adults 
to his own parents, so that with the 
correct attitude of warmth and friend- 
liness we too so to speak, can kiss away 
the child’s hurt (7). 

The mind set, or state of readiness 
for acceptance of hypnosis, is obtained 
in a similar manner to that of the adult, 
and the child must be shown that the 
operator is definitely interested in his 
patient’s welfare (6). Nowadays, with 
preventive medicine and patient edu- 
cation, parents are taking their chil- 
dren to the physician and dentist at a 
very early age, and every child patient 
should be presumed to have had pos- 
sibly a traumatic experience at the 
hands of some other practitioner prior 
to his appearance in our own office. In 
this way we are able to treat every 
child with the genuine effort aimed at 
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winning the patient’s goodwill, and he 
gets the feeling that here is a doctor 
who certainly is genuinely interested 
in him. 

The child specialist knows the value 
of making the young patient feel that 
he is being catered to as an individual 
in his own right, and he provides spec- 
ial furniture in his reception room suit- 
able to the child, with various items, 
including toys and magazines designed 
to make the child feel at home and 
comfortable, almost as if he were with- 
in the security of his own home envir- 
onment. 

Also the pleasant disposition of the 
office assistant and her warm under- 
standing of children make an easier 
transference from this agreeable re- 
ception room to the examination room 
or operatory, where the favorable state 
of expectancy must be fully established 
if we are going to succeed with the 
induction of hypnosis. 

The pedodontist attempts to over- 
come the negative effects of his oper- 
ating room by using smaller equip- 
ment sized to the proportions of the 
child patient, with perhaps a doll house 
or castle for his instrument cabinet. 
Modern pediatricians furnish their ex- 
amination and treatment rooms ac- 
cording to themes of particular interest 
to the child, such as the circus and 
clowns for one theme, a nautical set- 
ting and the seaside for another, and a 
ranch setting with a cowboy theme, 
etc., all for the purpose of activating 
the imagination of the young patient 
towards making feel more secure in 
what otherwise would be a strange 
new forbidding environment, and many 
dentists too are now catering to the 
child patient in similar fashion. 
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In addressing the child, to win his 
confidence we should keep in mind 
three things, (1) that it is essential to 
speak truthfully and on a level the 
child understands, (2) that a child 
likes to be complimented every bit as 
much as an adult, if not more so, and 
(3) that the natural curiosity and 
vivid imagination of the child lend 
themselves to acceptance of hypnosis 
and should be encouraged by the oper- 
ator. In line with these factors, the 
child patient is introduced to the vari- 
ous pieces of office equipment in order 
to satisfy his curiosity, and for his ben- 
efit familiar or understandable terms 
are employed in this introduction. The 
dental chair becomes an ‘elevator,’ the 
bow] a ‘sink,’ and the syringes ‘pistols.’ 

To satisfy his need to be appreciated, 
the child should be greeted with a com- 
pliment, and the operator should make 
a quick survey of the child to observe 
his appearance, clothes, hair, stature, 
or any other outstanding characteris- 
tics about the patient, so that the com- 
pliment is genuine. It must be genu- 
ine for the young patient to accept, 
otherwise we might lose face, and the 
child could become suspicious of us. 
Where the operator is at a loss for a 
genuine compliment, he can resort to 
asking how old the child is, and then 
use the answer as a means for compli- 
menting the patient. If the child pa- 
tient is well-built and large for the age 
given, we can say so, adding that we 
bet he'll be every bit as big as his fath- 
er when he gets to be fully grown. We 
avoid saying ‘when he gets to be a 
man’ (or ‘grown woman’) because we 
want to give the impression that in his 
imagination he can be just as big a 
man as his father, here and now, in the 
office. 


Secter (5) goes further in building 
up the child’s ego by saying, “If I had 
to guess your age, I’d say you were at 
least ....,” and he adds a year anda 
half to the figure just given by the 
child. In doing this he makes the pa- 
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tient feel grown up. The half year is 
added in case the child is very close to 
his next birthday, and if this should be 
so, the addition of merely one year 
would have less effect on the child. To 
play safe Secter makes it one and a 
half years greater. 

Following the initial compliment, 
the child is introduced to the equip- 
ment and allowed to see how it oper- 
ates. He is next allowed to manipulate 
for himself the operation of the ‘ele- 
vator, the faucets for water in the 
‘sink,’ and a brief use of both the air 
and water ‘pistols,’ so that in his imag- 
ination he can raise himself to the lev- 
el of the operator and get closer to the 
necessary rapport. The patient is 
then invited to give his mother, or 
whoever is with him, a ride in the ‘ele- 
vator,’ after which he himself is ready 
for his ride. When in the dental chair 
and satisfied with going up and down 
once or twice, the child is then raised 
to a face-to-face level preparatory to 
becoming acquainted with the instru- 
ments to be used within the mouth. 


In an attempt to simplify dental pro- 
cedures in the eyes of the young pa- 
tient and at the same time familiarize 
him with the oral cavity, some oper- 
ators allow the child to look into the 
dentist’s mouth, letting him handle the 
mouth mirror, and perhaps let the 
child squirt water or use the air syr- 
inge in the mouth, after which the 
dentist claims, “Now it’s my turn,” and 
he applies the mouth mirror and syr- 
inges to the patient’s mouth with in- 
structions to spit into the ‘sink’ when 
there is need for it. To acquaint the 
child with the dental drill and its ac- 
tion with the therm-ex water and air 
spray, a rubber polishing cup is used, 
and the revolving ‘washing machine’ is 
first applied to the operator’s finger 
nails for the child to see and also hear 
the dentist say, “Gee! It tickles!” Then 
it becomes the child’s turn to try it. It 
is suggested to the young patient, “See 
how it tickles. It gets to feel cold too. 
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Now let’s try it in your mouth, and 
then you can spit out into the sink all 
by yourself.” 

This game of ‘now it’s my turn, now 
it’s your turn’ prepares the child and 
gets him into the mood for the pre- 
tend-game which may be next intro- 
duced when hypnosis is contemplated. 

Whenever it is planned to use hyp- 
nosis with a minor it is sometimes ad- 
visable to obtain permission from the 
child’s parent, even though hypnosis 
today is regarded as proper usage in 
dentistry, and each operator can re- 
quest this permission according to his 
own manner of approach. He can in- 
form the parent that most children 
make good subjects for complete relax- 
ation in the dental chair by use of a 
psychological method for handling the 
patient. He can speak directly and 
state that he uses hypnosis with child 
patients who find dental work difficult 
to accept by ordinary methods of ap- 
plication, or, he can use the term ‘psy- 
chosomatic sleep’ and refrain from 
mentioning the word ‘hypnosis.’ How- 
ever, with today’s acceptance of hyp- 
nosis, there is little need to avoid using 
the correct term, and the parent can be 
told of the many advantages to the pa- 
tient when the induction of hypnosis is 
agreeable. 


Where a child has a strong need for 
the support of its mother the question 
arises as to whether it is advisable to 
have the parent present during the in- 
duction of hypnosis. No hard and fast 
rule can be applied. Some authorities 
believe that the presence of an under- 
standing parent is helpful at a first in- 
duction, provided there are no remarks 
made by the parent during the period 
of hypnosis. 

As a rule the child patient is more 
cooperative in the presence of the fath- 
er, either through fear of being disci- 
plined if he does not behave, or to win 
affection and esteem by showing he 
can behave like a grown-up. Of course 
the over-possessive father can be just 


as bad an influence as the over-solici- 
tous mother, and these parents are best 
returned to the reception room after 
the child has become familiar with the 
instruments and procedures already 
demonstrated to him. 

Some dentists avoid all interference 
from oversolicitious parents by not al- 
lowing them into the operating room 
at any time, and the explanation is 
given that the demanding child will 
always take advantage of a mother’s 
presence and will not follow the in- 
structions necessary for good dentistry. 
The hypnodontist who adopts this ap- 
proach must abide by it once he has 
declared himself before the patient, 
because if assent is given to the moth- 
er’s demands, the child can recognize 
the possibility of his winning his own 
way even as his mother did, and his 
behavior in the chair might become 
uncooperative. 


When the parent insists on accom- 
panying the child into the operatory, 
it is your privilege to be adamant, and 
you can refuse to accept the child as a 
patient under those conditions. An al- 
ternative approach would be to offer a 
compromise by explaining that you 
have no objection to their presence 
during the critical period of the child’s 
introduction to the strange environ- 
ment of the dental office, but that as 
soon as this is accomplished it would be 
desirable for the parent to leave the 
room and allow the child to accept the 
dental procedures on his own. 


Some mothers are agreeable to this 
approach, but there are others who 
wish to watch your method of apply- 
ing hypnosis, and this affords a good 
opportunity to suggest that the mother 
herself occupy the dental chair first, in 
order to s1ow the child how to obtain 
the relaxation that goes with induc- 
tion. The child who watches his moth- 
er respond to the suggestions for hyp- 
nosis will be in a better position to ac- 
cept and follow her pattern. Even if 
the mother does not respond complete- 
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ly, the pattern of seeming response is 
helpful in getting full cooperation from 
the imaginative child patient. 

Before going into the methods of 
hypnosis induction for the young pa- 
tient, we might consider the difficult 
child who screams in an effort to gain 
control over the situation so disturbing 
to him in the dental office, and whose 
parents are fully codperative. 

The approach to this type of child 
patient is similar to the method some 
understanding parents use at home 
with their own children. When their 
offspring first knowingly tries to gain 
his ends by screaming, these particular 
parents may startle him by promptly 
repeating his behavior, and then while 
the child is catching his breath in sur- 
prise, it is suggested that they play 
turns at yelling to see who can make 
the most noise. After a very short 
while the child occupied in this form 
of play forgets his immediate want and 
is ready to turn to other things. In this 
way the child learns to drop the use of 
screaming as a method of asserting 
himself. 


Erickson (1) recommends this same 
procedure for some screaming resistant 
patients, but carries it further. After 
the parents leave the screaming child 
alone with the dentist, Erickson sug- 
gests the possibility of taking turns in 
yelling with the child, and at the same 
time he maneuvers him into different 
parts of the room with the explanation 
that he can yell anywhere he wants. 
After yelling in two or three places the 
child is told that he can even scream in 
a chair, and he is invited to try it as 
part of the game. In a comparable 
fashion, when the young patient finds 
that no one will restrict his yelling in 
the dental chair, he realizes that no 
one is attempting to control him. The 
operator is now ready to continue with 
the next step in winning over this un- 
ruly patient. 

The child is next told that screaming 
or yelling hurts the throat and that he 
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is big enough to understand talking 
instead. He is then told, “Your par- 
ents want certain things done for you, 
but I don’t have to do what they want 
right now, and we can talk about any- 
thing you’d like, dolls, guns, kites, 
trains, the circus, or anything you real- 
ly like.” 

After such talk sufficiently 
calmed the patient he is next told, 
“You know, this chair can be lots of 
fun. You can do lots of things in this 
chair. Besides riding up and down 
like an elevator, or talking, or yelling, 
you can shut your mouth real tight or 
open it very widely, or you can close 
your eyes real tight so they’ll stay 
closed. Yes, you can do lots of things 
in this chair. Try it and see how well 
you can close your mouth.... Very 
good. Now close your eyes so they'll 
get heavy, and you will learn to feel 
loose and tired all over.” At this stage 
the child has already partially respond- 
ed and has accepted hypnosis when he 
closes his eyes, and all that remains is 
the application of deepening tech- 
niques. 

The detail of “talking about any- 
thing you like” should be applied with 
every child patient in an effort to find 
out what games are liked, what toys 
are most interesting to him, what stor- 
ies he knows and which he likes best, 
what television programs are his fav- 
orites, and also, if old enough, what he 
knows about dentistry. This last topic 
can help the dentist dispel any mis- 
information picked up elsewhere, and 
where the child has no knowledge 
whatever pertaining to dental proced- 
ures the dentist can supply limited 
information in simple language on a 
level understandable to the child, so 
that there can be positive acceptance 
of the work to be done. 

The information supplied by the 
child regarding the things he likes best 
might be used by the operator to guide 
the patient into accepting the particu- 
lar induction technique chosen as most 
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suitable for the child. If a story is 
used, it must conform with what is in 
the child’s mind. If a television pro- 
gram is referred to, the operator must 
be familiar with all the characters in- 
volved in that particular program, oth- 
erwise the child may lose confidence 
and the rapport may be broken. There 
has to be uncritical acceptance of the 
operator at all times (3). 

The storytelling method of induction 
is applied to small children who have 
sufficient intelligence to follow what is 
told. Erickson (2) tells of obtaining a 
sleep response in an intelligent two- 
year-old by making use of the infant’s 
attachment to its toy stuffed rabbit. In- 
stead of telling a story about the rabbit 
getting tired and sleepy, he pointedly 
asked the child if her “wabbit” knew 
how to go to sleep, and then suggested 
that she show him how it lies down 
and puts its arms down by its sides, 
how it closes its eyes, and goes to sleep, 
ending with, “Show me how you do it 
yourself,” the entire procedure being 
on a challenging basis. 

Most children will respond to stories 
related to their favorite doll, stuffed 
animal, or any other toy capable of be- 
coming tired or sleepy. The child, al- 
ready shown how to produce limpness 
by tightening the hands and letting 
go, is told that his doggie has been out 
playing very hard, and that it is very 
tired, so awfully tired that it can’t keep 
its eyes open. After repeating this to 
get the child’s imagination working, 
we say authoritatively, “Watch the 
doggie! See how tired he is! See how 
he wants to close his eyes because he’s 
so tired! Yow are tired and sleepy too! 
You can hardly keep your eyes open, 
just like the doggie! You are so tired 
and so-o sleepy, you are going right to 
sleep just like the doggie!” With con- 
stant repetition the imaginative child 
accepts the suggestions. 

In similar fashion the limpness of a 
rag doll, the tired pony after a hard 
day’s riding, etc., all lend themselves, 


in the young child’s imagination, to an 
acceptance of the story, and the evoca- 
tion of the limp and loose sleep state 
of hypnosis suggested by the operator. 


The child of seven or eight appears 
to be the most susceptible according to 
Weitzenhoffer (8), and around this age 
the young patient is quite ready to 
play the “sleep game” after his intro- 
duction to the dental equipment and 
when he has become familiar with the 
various dental instruments to be used. 
At this time we ask the patient if there 
is anything else he’d like to know, and 
when he says “No,” we tell him that 
now it’s time to learn the “sleep game.” 
For that he must close his eyes and 
keep them closed tightly all the time 
while playing the game of pretended 
sleep. The value of this pretended 
sleep can be explained to the child by 
reminding him that at times while 
playing at home he has bumped him- 
self without feeling the hurt, and did 
not even remember when his mother 
asked him where he got the bruise or 
blue mark on his leg or arm. This was 
possible, we tell the child, because he 
was having so much fun playing his 
game, and that now he can have just 
as much fun playing the “sleep game” 
where he can see a T.V. program, or a 
movie, or the circus, or even a colored 
cartoon if he wishes. We add that all 
the time he is in the dental chair he 
can play this game and enjoy the fun 
so much that there can be no hurt, and 
that he will only remember the good 
time he had. 


With that, the patient is told to close 
his eyes and pretend to see whatever 
will give him the most fun. Next we 
ask him to tell us what he’s looking at, 
so that our suggestions can include re- 
marks about Felix, Mickey Mouse, the 
Lone Ranger, or whatever character 
might be of interest. We tell the pa- 
tient that, as the picture gets clearer, 
his right hand will begin to feel very 
light, almost as if a string were tied to 
the wrist pulling it upward towards 
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his face, and that as the hand rises, the 
picture gets even clearer so that the 
hand keeps getting lighter and keeps 
moving up closer and closer to the face. 

With the hand already moving we 
include the suggestion, “When your 
hand touches the face you will go into 
a deep, deep sleep, in which you will 
continue to see your program and hear 
music along with it. When this hap- 
pens your hand will become very 
heavy and it will fall like a heavy 
stone back into your lap.” When the 
hand falls into the patient’s lap an ade- 
quate trance response has been ob- 
tained. 

For most dental requirements this 
response is sufficient, but when so de- 
sired it can be deepened by any of the 
deepening techniques. Merely sug- 
gesting that the child tap with the first 
finger of his left hand in keeping with 
the music he hears will deepen the 
trance if the patient is told that each 
tap will have this effect. 

The next step is to suggest analgesia 
or anesthesia, using terms understand- 
able to the child such as, a funny numb 
feeling, or frozen like ice, no feeling, 
just like a piece of wood, or a combi- 
nation of such terms to suggest that 
there is no feeling of pain. This can be 
accomplished by direct suggestion of 
numbness, as if the hand or jaw had 
been packed in ice for an hour or so, 
or by suggesting to the child that he 
imagine a row of colored switches in 
the back of his head, just like the elec- 
tric switches on the wall for shutting 
off the light. When he sees these 
switches he is told to pick out the red 
one which shuts off all hurt to the right 
hand. He is then asked to develop the 
numbness with all hurt feeling gone 
from the right hand by shutting off 
this red switch. The child can be asked 
to nod his head, or raise a finger of the 
left hand, when the anesthesia (numb- 
ness) is established. 

In testing this response it is well to 
test the left hand first, saying, “This 


hand is sensitive, so you’ll feel a tiny 
hurt, but the frozen hand can only feel 
the pushing because there’s no hurt in 
it at all.” In testing the right hand we 
add, “See! There’s no hurt at all. The 
more you feel the pushing the further 
away the hurt goes. The hurt is all 
shut off now.” 


With this satisfactory experience the 
child is given the opportunity to pick 
out the orange switch to the mouth for 
the right side, or the purple one for the 
left side of the mouth, and he can shut 
these off for a similar anesthesia with- 
in the mouth and teeth. It might be 
advisable at times to let the patient 
visualize and designate his own colors 
for these particular switches. 


Some dentists merely transfer the 
anesthesia already established in the 
right hand to that part of the patient’s 
mouth requiring dental work, by hav- 
ing the child touch that side of his face 
with the “frozen” hand. The child is 
told, “You can shut off all feeling in 
your jaw and tooth by touching this 
side of your face with your frozen 
right hand, and pushing real hard will 
make the tooth feel frozen and like a 
piece of wood. You know there’s no 
hurt in a piece of wood, so go ahead 
and shut off all feeling to your teeth. 
Push hard against your face and drop 
your hand when all the hurt is taken 
out of these teeth.” When the hand is 
dropped, or when the child has sig- 
naled anesthesia by the switch meth- 
od, test on the sensitive side as with 
the hands. When no hurt is experi- 
enced on the anesthetized gum area, 
press hard on the tooth to be worked 
on and say, “You can feel me press on 
the tooth or shake it like this, but 
there’s no hurt at all, in fact the harder 
I push the number the tooth gets, and 
it will stay frozen like this all the time 
you are here in the dental chair.” Some 
authorities recommend substituting 
other words in place of “hurt” or 
“pain” because of their possible dis- 
turbing effect on the child. Marcus 
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(4) prefers to say, “Whatever you feel, 
you will not mind at all. You simply 
won’t care, and it will not bother you.” 
Dentists using hypnosis with children 
have been successful with either ap- 
proach, and the choice of words is left 
to the discretion of the operator. 

With anesthesia established the child 
patient is ready for operative dentistry 
or the injection of chemical anesthetic. 
While this additional anesthesia may 
be unnecessary, many operators feel 
that the combination of hypnosis and 
chemical anesthesia is superior to the 
use of either method alone, and the 
child eventually learns to accept the 
injection without requiring an induc- 
tion of hypnosis. 

The steps for maintaining relaxation 
during the period of operative dentist- 
ry are similar to that in adult practice, 
and the child is given suggestions for 
acceptance of all extraneous noises. 
Posthypnotic suggestions for protec- 
tion against acceptance of hypnosis for 
entertainment purposes, for future re- 
sponse when seated in the dental chair, 
for postoperative well-being, etc., are 
all exactly the same as those given to 
the adult dental patient except that 
they are presented in simple under- 
standable language with added expla- 
nations wherever possible, in order to 
strengthen motivation in the child. 

It should be remembered that other 
techniques for induction of hypnosis 
can also be applied to the child patient. 


Eye fixation methods, the metronome 
combining sound with light, counting 
or reciting the alphabet for the child 
old enough to count, etc., are all suit- 
able methods depending on the mental 
age of the child. Actually it is possi- 
ble to use any technique that the child 
is capable of understanding, and we 
should keep in mind that the young 
patient is as much an individual per- 
sonality as is the adult, and should be 
given sincere sympathetic considera- 
tion at all times. 

In realizing that the child can be 
burdened with problems that are imag- 
inary as well as those that may be real 
(6), we can pay attention to his sensi- 
tivity with a genuine, considerate ap- 
proach, and by treating him with a 
calm, deliberate, and truly dependable 
manner we are able to gain his full 
confidence, and thereby develop an un- 
reserved acceptance of our suggestions, 
with a well-established rapport. This 
acceptance of the dentist and hypno- 
dontia tends to be retained and further 
strengthened at each successive ap- 
pointment, so that in many cases the 
formerly apprehensive child patient 
actually asks to discontinue the “sleep 
game” or the “pretend game” because 
he is ready to accept dentistry and 
wants to see what is going on while he 
is in the dental chair. When this hap- 
pens we know that the management of 
this particular child in hypnodontia 
has been decidedly successful. 
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TREATMENT OF ALLERGY BY SUGGESTION: AN EXPERIMENT 
by E. E. Aston, D.D.S.' 


(Editor’s note: This clinical note is published for several reasons. First of all, 
it demonstrates clearly how a symptom-complex may persist long after the person- 
ality needs that engendered it have passed, and how it may continue. indefinitely to 
dominate seriously the daily life of the patient. Necxt, it illustrates the remarkable 
ease, simplicity, and effectiveness, as judged by actual results and their duration, 
with which the use of hypnosis can sometimes correct a long-established distressing 
handicap to the personality, Finally, it discloses that problems in psychotherapy 
need not always be intricate, involved, and time-consuming. Instead, it is some- 
times possible, using hypnosis, to correct a symptomatic manifestation of major 
proportions in the patient’s everyday functioning by a brief, simple, forthright, 
unassuming approach. The fact that neither participant in this successful experi- 
mental psychotherapy was medically qualified is not actually a pertinent issue. 
Two people, professionally trained and in a combined medical-dental teaching situa- 


tion, posed and answered a scientific question.) 


Both patient and writer are dentists. 
The writer is one of the patient’s in- 
structors in hypnosis. When it was 
discovered, during a teaching situation 
in 1956, that the patient avoided many 
foods because of allergic manifesta- 
tions, the patient and the writer agreed 
to conduct an experiment in therapeu- 
tic hypnotic suggestion. 


The patient, a young woman, report- 
ed that at about the age of six she had 
suffered from hay fever, but her symp- 
toms were mild and controlled by Ben- 
adryl. At the age of thirteen, how- 
ever, severe allergic manifestations 
had developed, particularly urticaria, 
necessitating the administration of 
adrenalin as frequently as every three 
hours. By the time the patient had 
reached the age of 16 she had learned 
to avoid a list of about a hundred 
foods, and because she had also learned 
to respect the allergic consequences 
arising from her failure to adhere to 
her rigid diet, medical attention and 
the administration of adrenalin were 
no longer necessary. Therefore, im- 
mediately before suggestion therapy 
was instituted, the only allergic mani- 
festation noted was the “swelling of 
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the throat” upon eating cantaloupe or 
cucumbers. The patient remarked 
that when she attended banquets it 
was not unusual for her to discover 
that, of all the foods served, she might 
safely consume only the rolls. At this 
point it was noted that the patient had 
developed light hypnosis spontaneous- 
ly, probably because of the existing 
rapport and because of the nature of 
the discussion. Thereupon the writer 
decided upon the following course of 
questioning: 

Writer: “How tall are you?” 

Patient: “Five feet, nine inches.” 


W: “Compared with others your 
age, have you always been tall?” 
P: “Ves,” 


W: “Were you the tallest in your 
age group when you first reached your 
teens?” 

“Te.” 

W: “Does it bother you to be so 
tall?” 

P: “It used to, but it doesn’t partic- 
ularly any more.” 

W: “But you were quite self-con- 
scious about it when you were a 
youngster?” 

P: “Yes, very. I was especially con- 
cerned about it when I started dating, 
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or was out with a mixed group where 
I felt my height made me conspicuous.” 


W: “Getting back to your allergies, 
did your parents tell you that you 
would outgrow them?” 

P: “Yes, that was their only means 
of consoling me.” 


W: “Has it ever occurred to you 
that you might have felt that you had 
grown quite enough and really did not 
want to outgrow anything; that one 
way not to outgrow something was by 
not eating, because if you did not eat 
you could not grow? Don’t you also 
think that you needed a justifiable 
reason not to eat, and to achieve this 
you could conceivably develop a sen- 
sitivity to certain foods, resulting in 
these allergies? Don’t you think that 
you might have felt that retaining the 
allergies was a lesser evil than grow- 
ing tall?” 

P: “That sounds reasonable.” 


W: “It was quite reasonable, as 
teen-age thinking goes. But now you 
are an adult, you can think like an 
adult, and you no longer need fear 
growing taller. Don’t you think it is 
both silly and unnecessary to retain 
the allergies?” 

P: “Yes, it is silly. But this is the 
first time anyone ever made me think 
like this.” 


W: “What are you planning on do- 
ing about the allergies, then?” . 

P: “Tl ignore them and see what 
happens.” 


The patient was next seen two years 
later. She reported that she had ex- 
perienced no allergic manifestations 
after the single therapeutic session 
and, at least consciously, had employed 
no autosuggestion for reinforcement. 
In addition, she gave an extensive and 
detailed account of her systematic vio- 
lation of her previously rigid diet and 
her interested discovery of her free- 
dom from allergic manifestations. 
“There are a few foods of which I am 
not very fond, but I can eat them with 
impunity.” 

SUMMARY 

The patient’s equating of “growing 
up” with “growing taller,” rather than 
with maturing, should be of interest to 
the semanticist. 

While the writer has no way of 
knowing if the allergic condition was 
organic at its inception, that the reten- 
tion of the symptoms was emotional 
has been demonstrated by the fact that 
the patient has been symptom-free for 
two years. The hypnotic suggestion 
eliminated the psychosomatic manifes- 
tation of that which originally may 
have been organic. 
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HYPNOSIS IN GENITO-URINARY DISEASES 
by T. Duel Brown, M.D.' 


Since becoming interested in hyp- 
nosis in January 1956, I have been 
using it in examinations and treat- 
ments of genito-urinary diseases. As 
my interest and knowledge in hypnosis 
have increased, I have become more 
and more familiar with its application. 
I feel sure that my curiosity and my 
use of hypnosis will continue to in- 
crease as long as I am active in the 
field of medicine and surgery. 

Suggestive therapy in the treatment 
of genito-urinary diseases has been 
used by us for many years. Since Jan- 
uary 1956 I have found suggestive 
therapy even more effective. As my 
experience with hypnosis increases, I 
expect to become more capable of 
using hypnotherapy in a greater num- 
ber of conditions relative to neurologi- 
cal, functional and even organic dis- 
eases of the urogenital system. 

There is no other specialist in the 
field of medicine and surgery who re- 
ceives more neurological, psychologi- 
cal, and psychosomatic complaints 
than the urologist. 

There have been many questions and 
discussions but no universal agreement 
relative to the use or to the omission 
of the word “hypnosis” to the patient. 
One of the main things to remember is 
that each patient is a separate indi- 
vidual who should be treated accord- 
ingly. The term “hypnosis” is wel- 
comed by some people, and I do not 
hesitate to use it after I feel relatively 
sure of the patient’s attitude and de- 
sires. I have found no patient object- 
ing to the suggestion that I show him 
how to relax. Frequently, the subject 


1516 Baptist Medical Arts Building, Lit- 
tle Rock, Arkansas. This paper was pre- 
sented at the First Annual Meeting of The 
American Society of Clinical Hypnosis, Oc- 
tober 1958. 


will insist that he be shown how to re- 
lax, and I find this an opportune time 
to start with some of the suggestibility 
tests. 

In my limited experience, I have 
found most patients very cooperative 
in following easy suggestions, such as 
changing positions of feet, legs, hands, 
and even the body from one chair or 
location to another. It seems that con- 
forming to these suggestions actually 
enhances the patient’s ability to follow 
more complicated suggestions and even 
to carry out requests later on in the 
trance. A great majority of these peo- 
ple who are willing to follow the small 
and rather insignificant suggestions, 
make excellent subjects for hypno- 
therapy. 

In some instances, after a light to 
medium trance was induced and the 
patient awakened, I have been told af- 
ter the trance that they could sense no 
difference in their general awareness 
during the trance. However, many of 
these subjects proved to be excellent 
patients by cooperating during the 
examinations and treatments. 

Hypnosis has been used effectively 
in various genito-urinary examinations 
by getting the patient to overcome fear 
and apprehension by relaxation. 

Since beginning the study of hyp- 
nosis, I have found consultation easier 
with most of the patients. It seems 
that I can understand more easily their 
mental and emotional problems. Rou- 
tine examinations seem to be less diffi- 
cult. 

Hypnosis has been used by me in 
various procedures, such as: 

1. Urethral catheterization, urethral 
dilatation, meatotomy, dysuria, etc. 

2. Pan-endoscopic and cystoscopic 
examinations with or without urethral 
catheterization and pyelograms. 
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3. Vaginal examinations, which are 
so essential in urological evaluations. 


4. Vas ligations, circumcisions, and 
fulguration of venereal warts, done un- 
der a medium trance by suggesting lo- 
cal anesthesia. In some cases, it is not 
necessary to go through the stage of 
glove anesthesia. Suggestions of anes- 
thesia and numbness in a particular 
area will usually be sufficient. 


5. Ureteral spasms caused by stones 
or Dietl’s crisis may be relieved in 
many instances. 


6. Post-operative urinary retention. 


Case REportT 1 


Mrs. X, 49 years old, who had a hysterec- 
tomy six weeks previously. I saw her in 
the hospital in the afternoon. She was a 
pleasant person but depressed because of 
having to wear a catheter for continuous 
drainage or otherwise having to be cathe- 
terized three or four times daily. 

Soon after I started to talk to this lady, 
I decided that she would be a good subject 
for hypnosis, and for some reason I told her 
I would like to use hypnosis for the pan- 
endoscopic and cystoscopic examinations to 
be done the next morning. Without hesita- 
tion she said she would like to have me do 
anything that would enable her to get rid 
of that catheter. I explained that it was 
necessary to give her the examinations to 
determine whether or not any organic dis- 
ease was present. 

Then I asked her if she would like to 
learn how to relax for these examinations, 
and she said she would. So I brought my 
left hand downward in front of her face, 
asking her to watch my hand and close her 
eyes when my hand got down to her chin. 
This she did nicely. Then I gave her pro- 
gressive relaxation suggestions, starting 
with her toes and coming on up the legs, 
thighs, body, shoulders, arms, hands, etc. 
She responded beautifully. While she was 
in this light trance, I explained that she 
would get a good night’s rest and would be 
relaxed when she came to the examining 
room the next morning. I followed through 
with a few post-hypnotic suggestions. 

The next morning, when she was on the 
cystoscopic table, I asked her to relax her- 
self as she did in her bed the day before. 
Following my suggestions, she went into a 
light trance. No form of medication was 
used. The pan-endoscope was_ passed 
through the urethra while I explained that 
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insertion of the instrument would feel 
somewhat similar to being catheterized, ex- 
cept that it would feel comfortable, and 
that I was going to fill her bladder with 
water so I could see inside the bladder; 
as the bladder filled, she would feel the 
pressure and that it would be only a full 
feeling but she would be comfortable. Af- 
ter this examination, I removed the pan- 
endoscope. 


Then I told her that I was going to insert 
the cystoscope as I did the other scope and 
that she would have the same sensations 
and would enjoy them. After filling the 
bladder, I began passing a ureteral catheter 
to the left kidney and told her she could 
feel the catheter going up the left side to 
the left kidney and it would be a signal 
for her to relax still more now. Then I 
passed a catheter up the right ureter with 
the same suggestions. 


The x-ray technician came in to make 
the scout film. He did not recognize the 
patient as being in a trance and asked her 
to stop breathing for the exposure. The 
patient continued to breathe normally. 
After the third request, I suggested that 
I ask the patient to stop breathing and 
I asked her to stop breathing until I 
told her to breathe again. She complied 
beautifully. As I injected the radiopaque 
material into the kidney pelves, I asked 
the patient to give me a signal by nodding 
her head or raising one of her hands slight- 
ly if she felt any pressure sensation in ei- 
ther kidney region. She nodded her head 
as a signal. After removing the catheters, 
I told her I was filling her bladder again 
and would remove the cystoscope, leaving 
the bladder full. 

Then I told the patient that I found no 
organic disease in the kidneys, bladder, or 
urethra and that I was going to ask her to 
relax her “cut-off muscle” so that she could 
urinate freely when I reached the count of 
three. I counted, “one—your ‘cut-off’ mus- 
cle’ is relaxing, two—your ‘cut-off muscle’ 
is relaxing still more and more, three—you 
can void freely”—and she did! I told her 
she had voided freely and could do it 
whenever she wanted to. 

I suggested that whenever she wanted to 
void she sit on the commode and think of 
being on this examining table. By doing 
this, she could relax the sphincter just as 
she did today, and she would void freely. 
That was just what continued to happen, 
and now I have a grateful patient. She 
was given medication to clear up the cysto- 
urethritis resulting from the catheteriza- 
tions. 
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Post-operative urinary retention follow- 
ing pelvic or perineal surgery may be par- 
tially or completely relieved by post-hyp- 
notic suggestions. I find it much more 
effective if the patient can be induced into 
a trance before the surgery. 


Case REPORT 2 


This report is presented in the form of a 
letter to a general practitioner who at- 
tended the Seminar on Hypnosis in Little 
Rock in August 1958. 


Dear Doctor: 


Mary Lois was a mighty nice little scared 
nine-year-old girl, and I enjoyed her very 
much. In talking with her, I tried to instill 
confidence to the point that she knew bed- 
wetting, nail-biting, thumb-sucking and 
hair-pulling were not necessary and that 
she could quit them whenever she decided 
she wanted to. Since she had been drink- 
ing three to four Cokes each day, I sug- 
gested that she not drink more than one 
Coca-Cola during a day and that she drink 
very little water and no other liquids after 
four o’clock, since she went to bed around 
eight o’clock. I told her she could have a 
dry bed as long as she wanted to, but if she 
got lonesome for a wet bed and wanted to 
have a wet bed, she could have it anytime 
that she wanted it. I went along the line of 
telling her she was a big girl about ten 
years old now, and it was not necessary for 
her to have a wet bed unless she wanted it. 
I also told her she could have long finger- 
nails if she wanted to but that if she want- 
ed to bite her fingernails, I would suggest 
that she just bite the nail on one finger and 
let all of the other nails grow. 

Then I suggested that she bite this one 
fingernail every other day for a few weeks 
if she wanted to, and in a short time she 
could start biting that fingernail two or 
three days a week and gradually get to 
the point of only biting it one day a week, 
but that she could continue to bite her 
fingernail as often as she wanted and at 
any time she wanted, but if she decided she 
wanted to bite it only once a week, she 
might soon decide to bite it only one day 
out of every two weeks, and by doing that 
she might finally decide that it was not 
necessary to bite her nail any of the time. 

I also talked along the same line about 
her thumb-sucking, suggesting she pick out 
certain times she wanted to suck her thumb 
and during that time she suck her thumb 
all she wanted to in order that she could 
catch up, so she wouldn’t have to suck it 
again until the next time she had decided 
on. Then I pointed out how beautiful her 
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hair was and how nice her hair would be if 
it were allowed to grow. I suggested that 
when she had the urge to pull her hair, 
consciously or subconsciously, she rub her 
hair with her hand or else comb it with a 
comb and she could get just as much satis- 
faction out of using her hand as a brush or 
using a comb to comb her hair as she could 
by pulling it. 

In examining Mary Lois, by talking to 
her I secured her cooperation to such an 
extent that I was able to dilate the urethra 
with very little difficulty. There was no 
organic pathology in the urethra. The 
urinalysis was negative. 

Feeling that a little medication might ac- 
tually help, I gave her a prescription for 
some Donnatal Plus tablets, instructing her 
to take one dose about 5:30 and another at 
8:00 o’clock, using only a swallow or two 
of water. I explained to the mother that I 
did not try to put her into a definite trance, 
but that I was attempting to lay the ground- 
work so that she would cooperate with 
you, and I suggested she bring Mary Lois 
to see you within a few days. 


CASE REPORT 3 


About three months ago one of my friends, 
a minister, asked me to see a couple from 
his church. The man was 28, and she was 
32 years old. Neither had had any sexual 
experience. They had been married six 
weeks but had not had successful sex rela- 
tions. Both of them were nervous and dis- 
tressed and anxious. After talking to the 
couple for several minutes, I asked the 
nurse to take her to the examining room. 
When I walked into the room, the patient 
told me she was extremely nervous and 
scared. I talked with her a few minutes 
about relaxing and suggested progressive 
relaxation sensations. She was very coop- 
erative and developed a light trance. When 
I started the examination, I explained what 
I was doing and also why. 

After rupturing the hymen and catheter- 
izing for a urine specimen, I gave her post- 
hypnotic suggestions to the effect that she 
could feel relaxed and enjoy sex relations 
with her husband. Then I talked with the 
couple again. Two days later she returned, 
saying almost everything was all right, but 
she wanted me to talk to her and examine 
her again. 

A light to medium trance was induced, 
and another vaginal dilatation was done. 
She was assured that everything would 
work out satisfactorily. Three months later 
I saw the minister again, and he said they 
appeared to be a happy couple. 
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Purposely I have left out sterility 
and impotency, because I do not have 
any cases to report upon with any de- 
gree of satisfaction. At the beginning 
of treatment, I suggest a thorough uro- 
logical examination to eliminate any 
organic disease. Then hypnotherapy 
with or without hormone therapy 
might be indicated. 

I believe the specialty of urology is 
a fertile field for the use of hypnosis in 
many of the examinations and treat- 
ments. 

So many of our patients come to the 
office very uncomfortable, unhappy 
and uncooperative. It is a pleasure to 
be able to do cystoscopy and pyelo- 
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grams on these patients and see them 
leave the office with a sigh of relief 
and a big smile. I have successfully 
used hypnosis in many of these exami- 
nations. 

Urethral catheterizations, urethral 
dilatations, and cystoscopic examina- 
tions with retrograde pyelo-uretero- 
grams should be followed by post- 
hypnotic suggestions in an attempt to 
prevent post-instrumental spasms. 

Hypnotherapy is helpful in many 
genito-urinary examinations and treat- 
ments. Hypnosis should hurt no one 
and may be extremely helpful to many 
of our urological patients. 
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CONFIDENCE, THE KEYSTONE OF THE PHYSICIAN-PATIENT 
RELATIONSHIP: HOW HYPNOTISM IS BASED ON THiS CONFIDENCE! 


by Lester S. Blumenthal, M.D.* 


Every practitioner uses hypnotism in 
treatment of his patients, even though 
he may not be aware of it. Before the 
patient actually meets the doctor the 
first time, his thoughts, attention and 
awareness have been definitely modi- 
fied and channeled in the direction of 
the doctor. He has a definite purpose 
for consulting him, symptoms and 
problems he wishes to discuss with the 
doctor, and he has in his own mind a 
definite concept of what he wishes the 
doctor to do to or for him. Especially 
when he enters the office of a well- 
known physician, specializing in a spe- 
cific field and highly recommended, his 
respect and anticipation are materially 
heightened. He projects these thoughts 
and actually envisions, or at least 
hopes, that the physician he is about to 
see is the best one available to handle 
his particular problem. If, in addition 
to this, he has been referred by his own 
general physician to the specialist, 
this respect, anticipation and esteem 
are on an even more lofty level. Is it 
any wonder then that if the patient re- 
ceives a cordial welcome and is lis- 
tened to attentively before the thor- 
ough physical and laboratory examina- 
tion, that the above-described respect 
and esteem is compounded manyfold. 
When it is then time for a thorough 
discussion of the problem, the patient 
has already been reassured by the phy- 
sician’s reputation, specialty, thorough- 
ness and friendliness, so that he is 
waiting anxiously with anticipation 


1From the Headache Clinic, George 
Washington University Hospital, Washing- 
ton, DC, 

? Associate in Medicine, George Washing- 
ton University, Washington, D.C. This pa- 
per was presented at the First Annual 
Meeting of The American Society of Clin- 
ical Hypnosis, October 1958. 


for every word. With his awareness 
thus so heightened and his attention so 
directed, he is as well conditioned for 
hypnosis as possible. Indeed, it is diffi- 
cult to say that he is not actually al- 
ready hypnotized. In our headache 
clinic and private office (references 1 
to 9) our patients come with the wish 
and idea that their particular problem 
will be handled in the best possible 
manner. This is so because we have 
had extensive experience with the 
treatment of headache, are vitally in- 
terested in the subject, and will pay 
the utmost attention to the patient. 
We will not dismiss him with the usual 
remarks that “everyone has headaches, 
no one dies from them, go home and 
take an aspirin.” With these thoughts 
in mind, it is easy to see that our pa- 
tients who have finished their exami- 
nations are ready, eager, willing, and 
able to listen to what we have to say 
and to follow directions or suggestions. 


APPLICATION OF HYPNOSIS IN INTERNAL 
MEDICINE 


Clinical application of hypnosis fol- 
lows many avenues of practice in med- 
icine and dentistry. When it is for 
simple analgesia, sedation, or anesthe- 
sia, hypnosis can be used in a straight- 
forward manner without concern for 
deep-seated basic psychologic complex- 
es and problems. On the other hand, 
the internist is often faced with symp- 
toms and problems that are very deep- 
seated. These include obesity, alcohol- 
ism, tobacconism, drug addiction, in- 
tractable headaches, and other somatic 
expressions, symbolic of masked neu- 
roses or psychoses. It is here that, 
though much care must be taken, the 
family physician or internist has much 
to offer. 
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Because of the deep aspects of such 
problems, we treat no patient without 
conducting a thorough history and 
physical, x-ray, and laboratory evalu- 
ation in each instance. In this way, 
every physical condition is understood 
and takes its proper perspective. This 
leaves us with the large majority of 
patients seen in internal medicine who 
have psychosomatic, functional, or 
symbolic symptoms. It is then that we 
are able, with thorough confidence, to 
evaluate these symptoms and to ex- 
plain to the patient what they are, 
why they have them, and what ave- 
nues must be further explored to de- 
termine the basis for them. Many of 
these symptoms are accompanied by 
generalized heightened anxiety and 
tension. I might here suggest the use 
of hypnotic techniques to teach the pa- 
tient how to relax. When superficial 
hypnosis is used in this manner, the 
patient is greatly reassured, confidence 
is markedly heightened, and their un- 
derstanding of the psychosomatic basis 
for their symptoms is increased. 

A thorough understanding of the 
above-described mechanisms and of 
the role of the patient and the physi- 
cian during a complete medical evalu- 
ation provides a panoramic view of 
the many intricacies of the physician- 
patient relationship. It is in the actual 
semantics of this relationship that, as 
I stated in my opening sentence, hyp- 
notic mechanisms are at work in many 
ways and in every relationship be- 
tween the patient and the physician. 

Confidence, which I envision as the 
keystone of every physician-patient 
relationship, can only be heightened 
and multiplied again and again as 
hypnotic techniques are successfully 
applied to the individual patient. In 
our practice, hypnosis at times is used 
upon my suggestion that it might be 
useful to that patient, at times I will 
use its techniques without actually 
telling the patient what we are doing, 
and at other times, the patient requests 


its use for specific symptoms, such as 
obesity, alcoholism, tobacconism, or 
insomnia. It would be superfluous te 
quote case examples of each different 
condition amenable to hypnotic ther- 
apy, as most of these will be adequate- 
ly covered by other speakers. There 
is, however, one area of great interest 
to every physician. That is the anxious, 
hysterical telephone call in the middle 
of the night, prompted by severe pain, 
anxiety, insomnia, and often fear of 
some dread disease. These often occur 
long after every drugstore in town is 
closed, and the physician is thus faced 
with the prospect of getting fully 
dressed and traveling, often through 
rain or snow, to a remote area of town, 
for the purpose of reassuring a patient 
and administering a narcotic or seda- 
tive injection. When there is an ex- 
cellent physician-patient relationship 
built up through long previous associa- 
tion, reassurance, relief of anxiety and 
pain, and actual induction of hypnotic 
sleep is often possible even over the 
telephone. A dramatic illustration of 
one such nocturnal episode can } : pro- 
vided by the following case history: 
This case illustration is that of a 34- 
year-old white married housewife, who 
had been under my care since 1956. 
Through an excellent professional relation- 
ship, heightened confidence had been built 
up, leading to discussion of many personal 
matters as well as her routine medical 
problems. She had a full understanding of 
the many psychosomatic problems that had 
occurred in the past, and had been in good 
health during the preceding eighteen 
months. At 1:30 in the morning of July 
19th, 1958, I was awakened from sleep by a 
frantic phone call, and behind the voice on 
the phone, I could hear much commotion 
occurring in the room. The caller stated 
that she was a neighbor and friend of the 
family, and that the patient was in bed, 
completely paralyzed. Two local physi- 
cians had been called, but could not be 
reached (the patient lived across the river, 
in Virginia, at least one hour’s drive from 
my home). She knew of the confidence the 
patient had in me, and was sure that if 
anyone could do something for her, I cer- 
tainly could. The caller was so excited that 
I demanded that the patient’s husband be 
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put on the phone immediately. I told him 
that whatever it was, it certainly was not 
good to have all the excitement going on 
about his wife, and that he should get ev- 
eryone else out of the room (apparently 
there were several other neighbors there, 
too) and then sit down and tell me the 
story, which he proceeded to do as follows. 
His wife had been in excellent health until 
two days before. At that time, she noticed 
a generalized grippy feeling and a mild 
headache and pain over the occiput and 
upper neck areas. She had had a recent 
cold, and she thought these symptoms were 
due to a sinus flare-up, which she had often 
had in the past. During the day of the 
18th, the patient was busy preparing for a 
birthday party for her son. This was an 
exhausting day, and she was so tired she 
could hardly eat her dinner after the party 
was over. After dinner, while trying to get 
up and leave the table, she felt that her 
legs were so weak they would not hold her. 
Her husband helped her up the steps and 
into bed, where, although extremely tired, 
she was unable to sleep. As the evening 
wore on,.she felt weaker and became quite 
dizzy. She noticed that when anyone, or 
the bedclothes, touched her legs, they felt 
numb and “far away.” The legs later be- 
came progressively weaker and cold. She 
also noticed a general chilly sensation to 
her body, and extreme anxiety, tension and 
apprehension. By this time, she was un- 
able to move any muscle in her legs, and 
they felt numb from her waist down. It 
was then that she began to imagine that 
perhaps her illness was not just a virus or 
sinus, and that she might be developing a 
stroke or even paralytic polio. After ob- 
taining all of this history, I had the hus- 
band test the patient’s sensation and mus- 
cular tone. he was unable to move a 
muscle in her legs, felt absolutely no sen- 
sation of hot or cold or pain of a pinprick, 
and upon passive motion the legs were 
quite stiff. He did report that her breath- 
ing was quite deep and rapid and that she 
felt that she could not catch her breath. 
By this time, it was my opinion that the 
patient had definitely had a recent infec- 
tion, with concomitant headache and nuchal 
myalgia, had become exhausted by her ill- 
ness and wearing day, and that the leg 
symptoms were now the result of hysteria 
and hyperventilation. Before proceeding 
further, I had the husband test her neck, 
and he reported to me that he could move 
her head about in any direction, without 
any apparent stiffness of her neck. I ex- 
plained the whole situation to him, and 
used the suppleness of her neck as reas- 
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surance to him that she did not have polio- 
myelitis, that in my opinion it was not 
necessary to rush her to the hospital that 
instant for spinal tests, x-rays, and exten- 
sive examinations, all of which could well 
wait until morning, and be done then if 
necessary. Also, since I was an hour’s ride 
away, I did not want to let her suffering go 
on for the hour it would take me to come 
to her house. I therefore would see what I 
could do by talking to her on the telephone. 
He was instructed that I would talk to her 
while he was sitting next to her bed. He 
was to turn out all the lights, make sure 
there was no noise in the house, and to 
watch her as I talked to her. He was told 
to put the telephone in her right hand, 
have her hold it to her ear while resting on 
the pillow, and that when she seemed to 
drop the telephone, he should pick it up 
and I would give him further instructions. 
She was then prepared in this manner, and 
I proceeded to talk to her as follows: 

I told her that I understood what was 
happening, and that she most likely had 
had a recent virus infection, which had 
caused her headache and stiffness of her 
neck, that the ordeal of preparing for and 
undergoing the strenuous day of her son’s 
birthday party had exhausted her further 
in addition to her virus. This exhaustion 
showed up as weakness of her legs. Her 
concern and anxiety over this had caused 
her to become tense, which in turn made 
her breathe too heavily and too rapidly, 
and when anyone breathes in this manner, 
his arms and legs become stiff and cold and 
numb. I told her to listen to me and do as 
I told her, and she would understand what 
I am talking about. I told her that I could 
tell by her breathing, even over the tele- 
phone, that she was breathing the wrong 
way, and for her to follow my directions 
and breathe slowly and deliberately in and 
out, very slowly, and she will notice that as 
she takes a long, deep breath in and as she 
lets it out very slowly, she will become 
more and more relaxed, that all the tension 
and strain will go out of her hands and 
her legs, that her legs will relax and will 
begin to feel warm, and she will notice that 
with every breath she takes, this will be- 
come increasingly so. I kept reassuring 
her in this manner, and by compounding 
the suggestions I told her just to listen to 
me, and to follow directions, and she would 
see that everything I told her would be- 
come true, because I could tell by the way 
she was breathing that she was correcting 
her faulty breathing very well and that she 
was cooperating as well as ariy patient I 
ever had. I could actually tell from her 
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breathing that she was relaxing beautifully 
and that as she breathed and relaxed this 
way, and as she listened to what I told her, 
that this relaxation would come from the 
top of her head down to the bottom of her 
toes and she would notice that her eyes 
would close because she was so relaxed, 
and as she continued to do all of this, an 
overwhelming feeling of relaxation would 
come over her and that she would grad- 
ually fall asleep. She would be so relaxed 
that she would sleep soundly through the 
night, would awaken at 9 in the morning, 
feel much relaxed, her legs would be warm, 
the feeling would be coming back into 
them, and she would be able to use them. 
I kept up this verbalization for at least ten 
minutes, uninterruptedly over the phone. 
At the end of this time, her husband picked 
up the phone and told me that she had 
fallen asleep, had dropped the phone, and 
she was breathing very comfortably and 
was completely relaxed. I again repeated 
to him what would happen and told him to 
call me in the morning a few minutes after 
she woke up, which would occur at 9 
o’clock. The next morning he called me at 
9:10, told me that she had awakened once 
during the night, had gone to the bathroom, 
came b°ck and got into bed, had gone to 
sleep immediately, had slept well again, 
woke up at 9 sharp, and was feeling much 
better. There still was stiffness in the legs. 
There still was headache and tightness in 
the neck. I told him to let her rest at 
home for the next few days. On July 22nd 
she was examined thoroughly in the office. 
At that time she still had tenderness and 
stiffness over the occipital and left cervical 
muscles. In addition to this, I found spasm 
and tenderness of the dorsal and lumbar 
areas. Although objective examination of 
her legs was normal, she still felt that her 
legs were weak and “clumsy.” She re- 
sponded in an excellent manner over the 
next few days to physical therapy, anal- 
gesia and mild sedation. When last seen 
on September 5th, 1958, she was in excel- 
lent general condition. 


COMMENT 


This case well illustrates a common 
problem facing every physician. The 
confidence that had developed by 
means of an excellent physician- 
patient relationship built up over the 
years enabled the patient and her hus- 
band to accept every suggestion of- 
fered, even during an extreme emer- 


gency. Not only was this emergency 
handled as rapidly as possible by 
phone, without my having to lose half 
a night’s sleep, at the patient’s home, 
at the hospital, and in traveling time, 
but the patient herself gained the most 
from this experience. She was saved 
from another hour of extreme anxiety, 
apprehension, and suffering. Had I 
not been able to apply hypnotic tech- 
niques in this manner, I would have 
been forced to administer strong seda- 
tives or narcotics, and if I had been 
unaware of the psychodynamics in- 
volved, I would have been forced to 
take her to the hospital and perform 
a complete battery of neurologic ex- 
aminations. All of this would have 
taken hours and days instead of the ten 
to fifteen minutes required over the 
telephone. Thus, we can see that 
knowledge of simple techniques of 
hypnotism can be applied to best ad- 
vantage by the general physician in his 
handling of his own patients with 
whom he has developed an excellent 
professional relationship by means of 
personal care over the years. 


SUMMARY AND CONCLUSIONS 


Hypnotic techniques have a wide 
field of application in the practice of 
internal medicine. Proper condition- 
ing of the patient includes thorough 
examination and evaluation, education 
of the patient as to the meaning of his 
symptoms, prescriptions of medication 
and diet or other instructions that the 
patient would receive as to his physical 
and mental well-being, if hypnosis 
were not being considered. Once this 
is done, the indicated hypnotic tech- 
niques are explained to the patient. 
When this is presented in a straight- 
forward manner, it is easy to deter- 
mine whether the patient will really 
follow the outlined course of treat- 
ment or not. Too many patients come 
in expecting a “pink pill” or “hyp- 
nosis” to correct deep-seated habits 


_and problems, without actually work- 
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ing on the problem. When I sense that 
the patient is just shopping for a quick 
panacea in this manner, I do not feel 
that he is a proper candidate for hyp- 
notherapy. However, when I find that 
my explanations have been accepted 
and that my instructions are complete- 
ly and eagerly carried out, I then feel 
that application of hypnotic techniques 
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is well worth the investment of the 
time and energy required. The prac- 
tice of internal medicine provides 
many areas in which hypnotic tech- 
niques can be employed to advantage. 
Confidence, the keystone of the physi- 
cian-patient relationship is the basis 
for successful application of hypnotic 
techniques in medical therapy. 
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BOOK REVIEWS 


S. Irwin Shaw. Clinical Applications of 
Hypnosis in Dentistry. Philadelphia, W. B. 
Saunders Co., 1958. Pp. 173. 


By Irving I. Secter, D.D.S. 


The author of this book states in the 
preface that it was not intended as a com- 
prehensive work, but rather as a simple 
working manual to be used in conjunction 
with other books. For the sophisticate, it 
was intended as a reference; for the begin- 
ner, as an outline of routine procedures in 
the induction of hypnosis. While it frank- 
ly undertakes to explain “how-to-do-it,” 
the author properly calls attention to the 
limitations of the technique and the need to 
beware of the dynamic factors existing in 
the patient-doctor relationship. 

The book is brief and its contents, at an 
elementary level, are suited for the begin- 
ner. The therapist who is already experi- 
enced in induction procedures and the psy- 
chology of interpersonal relationships will 
find little new material. The novice who 
attempts to learn “all about hypnosis” from 
a book may be misled by some of the ele- 
ments this book has in common with many 
other popular books on hypnosis. The ref- 
erence here is to the “hypnotist-centered” 
psychology of some of the induction pro- 
cedures. The author recognizes that in- 
duction of hypnosis is a cooperative ven- 
ture and ascribes teacher-pupil roles to the 
operator-subject relationship. Emphasis of 
this point may serve to cancel the possibil- 
ity that the myth of the hypnotist’s power 
may be perpetuated by such terms as 
“mind-set” and by the techniques of chal- 
lenging and the authoritative suggestions 
involved therewith. 

The novice may also fall into the trap of 
attempting to apply formalized verbaliza- 
tions which are not always compatible with 
the subject’s responses at a given time. 
The reader is made aware of such possi- 
bilities in the introduction to the appendix 
and in the case histories. 

Without qualified personal instruction, 
the reader may tend to become a hypnotist 
rather than a dentist who uses hypnosis. 
This applies to any book giving techniques, 
and here again the unqualified practitioner 
is warned in the latter half of the book. 

The negative aspects of the foregoing 
criticisms disappear when we appraise the 
work from the point of view of the author’s 
intentions. The book, as a manual, has tre- 


mendous value for the beginner when used 
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as a supplement to a course of instruction. 
The author has gathered in one volume 
many techniques now being taught by rec- 
ognized and qualified teachers in private 
courses, at universities, and in seminars. 
The teacher, by lecture and by demonstra- 
tion, has the opportunity to elaborate on 
the printed word, which then serves as a 
reminder of demonstrations and verbaliza- 
tions. This manual can be very supportive 
and comforting to the instructed beginner 
as he practices his verbalizations and gains 
experience in the art of suggestive thera- 
peutics. 


Milton V. Kline. Freud and Hypnosis: 
The Interaction of Psychodynamics and 
Hypnosis. New York, Julian Press and In- 
stitute for Research in Hypnosis Publication 
Society, 1958. Pp. xii + 207. 


By Ernest R. Hilgard, Ph.D. 


This book is presented in three parts: 
the first part (3 chapters), largely about 
Freud and Breuer; the second part (4 chap- 
ters) reviewing the author’s own experi- 
mental work: the third part (1 chapter) 
devoted to clinical considerations, .con- 
cerned largely with a study by the author 
and his collaborators comparing a group of 
normal students with a group of amputees 
in their reactions to card 12M of the Them- 
atic Apperception Test. 

The author has done a service both in 
providing a source of information on 
Freud’s views and in giving very readable 
summaries of his own experimental work. 
The book does not, however, provide the 
comprehensive coverage of psychodynamics 
in relation to hypnosis which its title might 
lead the reader to expect. 

The selection of quotations from Freud 
presented in Chapter 1 (pp. 7-14) is quite 
representative of what Freud thought and 
said, but the direct quotations are present- 
ed without dates to give the development 
of his thinking, and are all from Studies in 
Hysteria and Collected Papers (the edition 
that does not include his books). Quota- 
tions from the later Group Psychology and 
the Analysis of the Ego are, however, pre- 
sented in subsequent chapters. 

Although other ideas of Freud may be 
more pertinent io present-day hypnosis 
than his views directly upon hypnosis, as 
Dr. Kline states on p. 185, Dr. Kline does 
not include a systematic treatment of the 
non-hypnotic Freudian ideas pertinent to 
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hypnosis, and appears, indeed, to reject 
them in favor of Pavlovian ideas (pp. 
149f.) While there are occasional refer- 
ences to their writings, the author does not 
consider in any detail the views of present- 
day psychoanalysts who have paid atten- 
tion to hypnotherapy. The implication that 
they usually remain “outside the fold” of 
the organized psychoanalytic movements 
(p. 3) is surely not applicable to such in- 
vestigators as Kubie, Farber and Fisher, 
Brenman and Gill. Because the author did 
not set himself the task of filling in the 
post-Freudian history within psychoanaly- 
sis, we lack the statements by Anna Freud, 
Ernest Jones, Ferenczi, and Fenichel that 
could have rounded out the picture. 

Dr. Kline’s experiments are very ingeni- 
ous, and it is a genuine service to the busy 
reader to have them collected together in 
easily accessible form. The experiments 
using delayed feedback to investigate the 
nature of auditory deafness, those studying 
induced temperature changes, and those 
using projective materials in various ways 
contain many stimulating ideas. 

The theoretical discussions interspersed 
throughout the book show thoughtfulness 
but a tendency to sweeping statements, 
some of which are clear but of undemon- 
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strated validity, others of which are un- 
clear and hence difficult to judge. As an 
illustration of a general statement that 
would require more proof to establish, 
consider the following: “The incorporation 
of hypnosis into therapy produces a level 
of mental functioning so much more basic 
or retrogressive [than psychoanalysis] that 
it is impossible to maintain and reinforce a 
child-parent relationship rigidly [as psy- 
choanalysis apparently requires]” (p. xi). 
The following statements are unclear: 
“Hypnosis then is a multidimensional be- 
haviorism, not a unitary equation” (p. 54). 
“It [hypnosis] becomes in essence a reca- 
pitulation of the nuclear core of iearning 
from a phylogenetic and ontogenetic frame 
of reference” (p. 182). 

Our gratitude to Dr. Kline for two use- 
ful contributions—the clarification of the 
relationship between psychoanalysis and 
contemporary hypnotherapy, and the desire 
to establish hypnotic phenomena ona sound 
scientific basis—is mixed with some disap- 
pointment that he did not choose to fill in 
the gaps in the historical record between 
Freud and the present, and that his own 
scientific work, while in itself valuable and 
provocative, has not led to more rigorous 
theorizing. 
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ABSTRACTS OF CURRENT LITERATURE 
Edited by Bernard E. Gorton, M.D. 


The abstracts below which are followed by the letters P. A. are reprinted from 
Psychological Abstracts through the courtesy of The American Psychological Asso- 
ciation. 


Bowers, M. K., & Brecher, S. The emergence of multiple personalities in the course 
of hypnotic investigation. J. clin. erp. Hypnosis, 1955, 3, 188-189. 


This is a report on the more manifest dynamic material involved in the emer- 
gence of a multiple personality structure under hypnosis. The author concludes that 
the multiple personality structure was not produced by the hypnosis, but preceded 
the beginning of the hypnotic work. The multiple structure wasn’t revealed by 
clinical and psychological examination prior to the hypnosis. The patient in his con- 
scious state was not aware of his 3 underlying personalities, each of which reported 
distinctive dream material and Rorschach responses. (P.A.) 


Dorcus, R. M., & Goodwin, P. H. The treatment of patients with the dumping syn- 
drome by hypnosis. J. clin. exp. Hypnosis, 1955, 3, 200-202. 

The Taylor Anxiety Scale and the Minnesota Multiphasic Inventory indicated 
that a group of subtotal gastrectomy patients with the dumping syndrome were more 
anxious and more neurotic than a comparable group without this syndrome. The 
hypnotic treatment of four of the patients with dumping syndrome is reported on. 
The treatment was aimed at symptom relief only. Remission of symptoms had been 
uniformly found. (P.A.) 


Fogelman, M. J., & Crasilneck, H. B. Food intake and hypnosis. J. Amer. diet. Ass., 
1956, 32, 519-523. 


Hypnosis was employed with twelve patients suffering from a variety of diseases 
associated with nutritional aberrations. It was effective in increasing total caloric 
intake, allaying specific food restrictions, and dulling pain and symptoms of gastro- 
intestinal disorders which resulted in loss of appetite. The general indications and 
contraindications for the use of hypnosis as a form of therapy have been presented. 
Avenues of research and application for the use of hypnosis relative to disease have 
been discussed. (P.A.) 


Meares, A. A note on the motivation for hypnosis. J. clin. exp. Hypnosis, 1955, 3, 
222-228. 


Explanations of both the patient and therapist motivations for and against the 
use of hypnosis are discussed. It is concluded that for the best results in the selec- 
tion of cases and the choice of the particular form of hypnotherapy to be used, the 
therapist should be clearly aware of these factors. (P.A.) 


Stokvis, B. Hypnosis and psychoanalytic method. J. clin. exp. Hypnosis, 1955, 3, 
253-255. 

The author examines the use of hypnosis in psychoanalytic treatment. In ortho- 
dox psychoanalysis the application of hypnosis is an evidently alien element al- 
though admittedly “hypnoid” changes occur in the consciousness of both the psycho- 
analyst and the patient. By cutting through the psychoanalytical technique with 
that of analyzing the patient’s dreams during hypnosis, one enters the field of 
“short therapy.” In the Leyden Psychiatric Clinic a cathartic-analytic treatment 
in the waking state with psychoanalytic viewpoints is used, while endeavoring to 
re-enact repressed psycho-traumatic events in the hypnotic state. (P.A.) 


Thenon, J. La esquizofrenia y el estado hipnoide. (Schizophrenia and the hypnotic 
state.) Acta Neuropsiquiat., Argent., 1955, 1, 369-379. 

Physiological research on cortical activity by conditioned reflexes reveals “a 
succession of definite states of the cerebral cortex, the phase states, which .. . con- 


176 


| 


COLORADO 
SCHOOL OF 
MEDICINE 


ABSTRACTS 177 


stitutes the hypnotic state.” Phases of the same cortical cell debility which is the 
basis of the hypnotic state are seen in schizophrenia. Constitutional and biochemical 
variables relevant to cerebral cell conditions characteristic of the schizophrenic and 
hypnotic states are also discussed. English and German summaries. (P.A.) 


Ambrose, G. Multiple sclerosis and treatment by hypnotherapy. J. clin. exp. Hyp- 
nosis, 1955, 3, 203-209. 


Present day treatment of multiple sclerosis appears inadequate from the psycho- 
logical viewpoint and patients are too often forced to show negative response to the 
illness. Six patients have been treated by hypnotherapy with marked subjective 
improvement. Three of these cases are described. The aim in these cases is to put 
the patient more in control of his organism. Patients should be told that their symp- 
toms must never control them, they must control their symptoms. (P.A.) 


McCord, H. Hypnotherapy and stuttering. J. clin. exp. Hypnosis, 1955, 3, 210-214. 


Evidence is presented to support the assumption that hypnotherapy should be 
given more research attention in speech pathology. Care must be taken in report- 
ing precisely what hypnotic procedure was followed, as this is critical in deter- 
mining the lastingness of the treatment. The more sophisticated hypnotherapeutic 
procedures like psychotherapy under hypnosis, hypnoanalysis, attitude change, etc., 
can be expected to produce more permanent effects than simple suggestions for 
symptom remission. (P.A.) 


Le Cron, L. M. The relief of gagging by hypnosis. J. Amer. Soc. psychosom. Dent., 
1955, 2, (1 & 2), 13-15. 


Extreme patient gagging, which is a difficulty sometimes encountered by den- 
tists, “almost invariably,” is associated with “some experience in childhood.” Causes 
can be brought to light under hypnosis and may be handled by the dentist if he is 
sufficiently trained. Cases are cited. (P.A.) 


Erickson, M. H. The hypnotherapy of two psychosomatic dental problems. J. Amer. 
Soc. psychosom. Dent., 1955, 2, (1 & 2), 6-10. 


In the fields of dentistry and plastic surgery patients are encountered who seek 
aid for physical problems where the primary consideration is the individuals’ per- 
sonality reaction. The operator from whom such persons usually seek aid may often 
fail, no matter how skilled, if the importance of the emotional demands of the 
patient are not understood. Two case histories are cited where the emotional 
factors which hinged on dental anomalies were adequately treated without physical 
operative techniques. (P.A.) 


Rudolph, Wolfgang. Ablationshypnose als ultima ratio bei chronischen Schmerz- 
zustanden. (Ablation-hypnosis as ultimate recourse in chronic pain.) Psychiat. 
Neurol. med. Psychol., Leipzig, 1955, 7, 365-370. 


A patient with severe intractable pain due to a traumatic spinal cord lesion was 
not relieved by two neurosurgical procedures and relied on morphine for seven 
years. Autohypnotic pain relief was effectively instituted during six weeks of 
hypnotherapy; the technique is described. During a 1% year follow-up period, 
the patient continued to be able to relieve pain totally without recourse to nar- 
cotics. (P.A.) 


Loewald, H. W. Hypnoid state, repression, abreaction, and recollection. J. Amer. 
psychoanal. Ass., 1955, 3, 201-210. 


The hypnoid state is the equivalent of the ego state corresponding to the period 
of infantile sexuality. Traumatic experiences are laid down as unconscious memory 
traces. Repression is a regressive repetition of the nonarrival in consciousness 
originally due to the immature state of the ego. Recollection originates in old un- 
conscious body memories and results in the verbalizing of experiences never before 
put into words. Working through in analysis consists in abreaction on the verbal 
level plus associative adjustment founded on this abreaction. (P.A.) 
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Schneck, J. M. Hypnotherapy for achalasia of the esophagus (cardiospasm). Am. 
J. Psychiat., 1958, 114, 1042-1043. 


A report is given of a 48 year old-patient with cardiospasm of two years dura- 
tion, with accompanying dysphagia, eructation, regurgitation, lacrimation, and 
weight loss. Initial hypnotherapy allaying anxiety and reducing muscle tension 
produced some improvement. Further hypnotherapy by conditioning in relation- 
ship to relaxation and fantasied ingestion of food produced further results. More 
study of the problem by hypnosis in early cases is recommended as a measure to 
forestall structural changes. 


Alston, E. F., M.D. A few comments on psychological problems in clinical dentistry. 
J. Dent. Med., 1958, 13, 187-194 (Oct.). 


The mouth is associated with pleasure and pain, and patterns related to experi- 
ences of love, hate, fear and guilt, etc., in early life are reflected in the patient’s 
behavior towards dentistry. Seeing a dentist, for most patients, means submitting 
an intimate part of themselves for inspection and manipulation, and the dentist 
may, within the unconscious processes of such patients, become a target for this love, 
hate, fear, and guilt. In addition, consciously anticipated physical pain adds further 
to the psychological problems in clinical dentistry. The dentist is also reminded 
of his own sensitivity and vulnerability in the patient-dentist relationship. Hyp- 
nosis is briefly mentioned as an adjunct in relieving pain and anxiety, but it is 
pointed out that technical skill and the positive approach of sureness and self- 
confidence on the part of the dentist are the best combination for dealing effec- 
tively with psychological problems that present themselves in dental practice. 
(S. Irwin Shaw.) 


Stolzenberg, J. Hypnosis, an adjunct to anesthesia in operative procedures. J. Amer. 
Soc. Psychosom. Dent. & Med., Vol. 4, No. 4, Oct. 1958. 


The introduction of hypnosis to dental practice is equal in importance to the 
original presentation of anesthesia to the dental profession, and in the hands of 
the properly trained individual hypnosis can help reduce the risks which might be 
entailed with some patients when chemical anesthetics alone are used. Circulatory 
reactions in the patient, untoward respiratory reactions, and convulsive reactions in 
connection with chemical anesthesia, together with many possible complications 
which might prove hazardous, call for the need of adjunctive means to reduce these 
risks. Hypnosis is offered as an ideal adjunct to be used with the chemical anes- 
thetic of choice. Hypnosis when used alone or with an anesthetic agent reduces 
apprehension and anxiety and helps produce normal physiological homeostasis and 
a normal metabolic rate, to the advantage of both patient and dentist. The positive 
approach, prestige, and the proper environmental background are all important to- 
wards the successful application of hypnosis and this is outlined by case references. 
In conclusion five items are offered for consideration towards the advancement of 
training in hypuosis. (S. Irwin Shaw.) 


Staples, L.M. Relaxation through hypnosis, a valuable adjunct to chemo-anesthesia. 
J. Amer. Dent. Soc. Anesthesiology, October 1958. 


The relationship between psychological factors and physical ailments is outlined, 
and hypnosis is offered as a technique of psychosomatic therapy. The approach to- 
wards this technique includes patient education for overcoming resistances, and the 
manner of obtaining the necessary patient relaxation in the office is also given. 
All the factors necessary for successful acceptance of the relaxed state are outlined, 
and once the trance is induced, local anesthetic may be used in conjunction with 
hypnosis without concern on the part of the patient. Perfect anesthesia can thus 
be obtained with only a minimum of chemical anesthetic being required. In the 
conclusions it is stressed that hypnosis is not a substitute for other accepted meth- 
ods of therapy and is an adjunct to be used only when indicated. The training 
in the use of hypnosis calls for an understanding not only of techniques but also of 
patient behavior, and this knowledge properly applied can reduce the patient’s 
fears and anxieties. (S. Irwin Shaw.) 
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The requirements for membership in the American Society 
of Clinical Hypnosis are set out in the Constitution of the Society, 
which was printed in the number of this Journal for July 1958. 
Application forms and copies of the Constitution may be obtained 
from the Society at 1 N. Pulaski Road, Chicago 24, Illinois. 


Membership in the Academy of Applied Psychology in 
Dentistry is available only through the component groups listed 
below. Those who wish to become members should communicate 


with the secretary of the nearest group. 


Chicago Academy of Dental Psychosomatics. Dr. B. S. Mar- 
golis, Secretary, 6200 N. Kenmore Avenue, Chicago 40, Illinois. 


Denver Chapter. Dr. R. L. Irish, Secretary, 212 Metropolitan 
Bldg., Denver, Colorado. 


Metropolitan New York Chapter. Dr. Edward E. Robbins, 
Secretary, 1 Union Square, New York, N. Y. 


Ohio Valley Chapter. Dr. Jerome B. Albert, Secretary, 341 
Doctors Bldg., Cincinnati 2, Ohio. 


Ontario Academy of Applied Psychology in Dentistry. Dr. 
G. J. Starr, Secretary, 412 Eglinton Avenue West, Toronto 12, 
Ontario. 


Texas Chapter. Dr. Guy Boutte, Secretary, 1048 Woodworth 
Blvd., Port Arthur, Texas. 
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